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Programs for improving dental health of public: 

Dentistry's responsi bility—Hillenbrand. 
Effective dental health care agency—Borish 
Dental division in health department—Stone 
Grants-in-aid in dental public health—Gerrie 
Public assistance programs—Bierman. . 
State laws and dental service plans—Coaway 
Denta! health service corporation—Lame ly 
Closed panel clinic in health sorvice—Alirams 

Stability in dentures—Ford.......... 


FEBRUARY 


Preservation of dental puip—Berk 
Dentist in civil defense-- Bunting 


Editorials 


News of dentistry... 
Federal income tax: deductibility of tra 
Reports of councils and bureaus 


vel expenses...) .. 


Testing of dental caries preventives—Russell 


Book reviews. ..... 


Deaths. ... 
Announcements. 
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New Denture Development Opposes 


Porcelain Uppers to Plastic Lowers 


MYERSON AND SEARS POSTERIORS 
SOLVE PROBLEMS OF BOTH MATERIALS 


One-tenth Wear Loss of 
Plastic-to-Plastic 


The opposition of porcelain teeth to 
plastic has proven in the laboratory and 
clinically to be ten times as wear-resistant 
as plastic-to-plastic. This unexpected 
result depends on the proper application 
of a well-known scientific principle: The 
coefficient of friction between unlike ma- 
terials is often less than between like 
materials. This is the same principle that 
makes the diamond needle the best to 
use for maximum life of phonograph 
records. 


Cut shows dentures using Myerson and 
Sears Posteriors. All of upper teeth are 
porcelain; all of lowers, plastic. Upper 
anteriors can be plastic. 


Friction causes wear. By using dense 
multi-fired porcelain upper posteriors 
against cross-linked Dura-Blend plastic 
lowers, friction has been lowered so 
greatly you can feel the difference. 

The application of the principle of 
reduced friction required special occlusal 
design for optimum results. Dr. Victor 
H. Sears and Dr. Simon Myerson, the 
designers of these new posteriors, com- 
bined their long experience in meeting 
this requirement. 


Less Shock than Porcelain-to- 


Porcelain 


The Myerson and Sears Porcelain- 
Plastic Posteriors absorb the shock of 
contact which causes “clicking’’ breakage 


and trauma in conventional porcelain- 
to-porcelain combinations. Also, adjust- 
ments by grinding are easier to make 
since they can be made mostly on the 
plastic lower teeth. Discomfort caused by 
minor imperfections in articulation (such 
as slight high-spots) is self-eliminating. 


Increased Stability and Efficiency 


The design of the new Myerson and 
Sears Posteriors also provides for stabiliz- 
ing the denture and for efficient masti- 
cation. Side-to-side stability is achieved 
by having all the flat crushing areas 
located in the lingual half of the oc- 
clusal. All the cutting areas are located 
in the buccal half. Since crushing re- 
quires so much more force than cutting, 
the major force is directed to the lingual 
side, 


Shows details of occlusal construction of 
new Myerson and Sears posteriors. Insert 
drawing shows how upper and lower 
meet in one plane. 
Front-to-back stability is also a feature 
of this new design. Also, direct escapes 
for the food are provided. Setting up 
and achieving balanced articulation have 
been made easy. For further information 
and technique write for booklet. Address: 
Myerson Tootn Corporation, Cam- 
bridge 39, Mass. 


The Journal of the American Dental Association is published monthly by the American Dental Association at 
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SPIRATION is held mandatory by leading anesthesiologists, 
particularly in using highly potent, fast-acting local 
anesthetic solutions. 


The new Carpule “ASPIRATOR” enables you to aspirate 
before every injection, positively, safely, easily, 
with the standard Carpule cartridges. Hence you can — 


@ Eliminate danger of intravascular injection, thus increasing 
patient comfort and tolerance, and making local anesthesia, 
the safest known, still safer by minimizing systemic reactions. 


@ Obtain Grade A anesthesia more consistently, as the solution 
will not be dissipated by the blood stream. 
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The Carpule “ASPIRATOR” has all the time-proven fea- A— SYRINGE BARREL 


tures of the Carpule Positive Lock Syringe plus the B — CARTRIDGE 
aspirating feature. It requires no change in technique; 
no special cartridges; is simple to use; easily cared E — HARPOON 

for; and readily disassembled for cleaning and F —HARPOON SHAFT 


sterilization. 


NEW FEATURES ARE — 
@ Thumb Ring — permits aspiration with one hand. 


@ Spool Finger Grip— assures positive grip on 
syringe in aspirating, and is so formed that syringe 
will not roll off bracket table. 


@ Hollow Piston Rod containing Harpoon which, when 
embedded in rubber plunger, retracts it to aspirate. 


Order a Carpule “ASPIRATOR” from Your Dealer Today. 
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GUESSING GAME: 
Which tooth has the 


SYNTREX filling? 


In patients’ mirrors . . . even in the 
eyes of their friends . . . Syntrex 
restorations are virtually impercepti- 
ble. For esthetic appearance, Syntrex 
is unexcelled. And Syntrex fillings, 
by reason of their durability, last in- 
definitely. 

Of equal interest to dentists are the 
working characteristics of Syntrex, so 
far superior to those of old-style 
silicates. Even in adverse weather, 


X-ray of patient in mirror above shows 
Mesial Class III in upper left cuspid, 
Mesial and Distal Class Ills in upper left 
lateral, and Distal Class Ills in upper 
left central. 


Syntrex mixes easily . . . sets promptly 
. . « develops strength rapidly. The 
efficient range of shades makes color 
matching easy. In every way, Syntrex 
is “the best-behaved silicate in 
dentistry.” 


C 
FOR MODERN MATERIALS CALL ON Cauls fe MILFORD, DELAWARE 
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ACH NEW DENTURE | 

IS A PROFESSIONAL 

INVESTMENT IN FUTURE 
PRESTIGE 


Will your dentures still do justice 
to your meticulous workmanship 


-Six months offer ? 


Will your patient have cared for them properly — pre- 
served their lustre and delicate molding? Will you still be 
proud of them, as representative of your prosthetic skill? 

Your helpful instruction in the professionally approved 
method of denture cleansing, at the time of insertion, will 
help assure proper care — six months after, or six years 
after. 


The “Easy” Way is the “Best” Way 
The Polident “soak-and-rinse” method is so easy, so safe 
and gentle, yet so effective — it floats away debris, re- 
moves stains, and completely destroys all denture odors, 
without risk to fit and finish from harsh abrasive scrub- 
bing or excessive handling. 
Your patient... and your prestige ...deserve the best! 


Write for generous supply of 
free office samples 


HUDSON PRODUCTS 
JERSEY CITY 2, N. J. 


Recommended by more 
dentists than any other 
denture cleanser 


A-5 


2 le 
a 
a} 


A-6 


Sili-Gel Acclaimed! 


The greatest advance in impression material history! 


NEW D-P 
All-Purpose Syringe 


( For Bridge and Indirect ) 
Inlay Technics 


Eliminates syringe clean- 
ing problems regardless of 
material! Designed to use 
disposable plastic tips, 
instead of costly metal 
needles. Quickly loaded, 
be easily used, cleaned in sec- 
- onds. Once you try it, you 
will never be without one! 


different, universal material—a sili- 


cone elastometer of amazing versatility —Sili-gel offers 
you all these advantages: 


* Forms an irreversible moisture-free gel + Very 
easily mixed * Pleasant odor and taste + Clean 
to use * Setting time can be controlled ¢ Extreme 
elasticity is combined with toughness of body 
Impressions may be poured when you choose * 
Copper plating is possible with no special technic 
* Sili-Gel is UNCONDITIONALLY GUARANTEED! 


Dental Perfection Co., Inc. 


543 West Arden Ave. 
Glendale 3, Calif. 
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Comparison of stability of penicillin G 


and penicillin V in acid media 


10 min., 35% 


after 30 min., 14% 


PENICILLIN G 


after 60 min., <1% 


PENICILLIN V 
The penicillins have been subjected to 
GF, a pu of 1.5 at 37°C. at the stated time ; 
thy intervals. The percentages shown ex- 
QUALITY / RESEARCH /INTEGRITY press the residual potency. 


V-CILLIN 


(Penicillin V, Lilly) 


produces 5O to 100% higher blood levels 


*V-Cillin’ gives you the greatest assurance of suc- 

cessful oral penicillin therapy. It is acid stable. Peni- 

cillin V is the only penicillin that passes through 
Dosage: 125 or 250 mg. YOUr patient’s stomach without loss of potency and 
t.id. is rapidly absorbed in the duodenum. 
Supplied: Pulvules, 125 *V-Cillin’ merits your preference for all penicillin- 
sensitive infections, such as suppurative periodonti- 
Pulbiiles, 260 mg. (400,000 tis, nericoronitis, alveolitis, cellulitis, and abscesses. 
PAPEL ieee It is also indicated prophylactically before and after 
tion from all pharmacies. oral surgery. 


ELI LILLY AND COMPANY «¢ INDIANAPOLIS 6, INDIANA, U.S.A. 
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10— 
20 
| 
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Children whose mothers keep apples on hand have less trouble 
with spoiled appetites and unclean teeth through the day. 


In addition to the familiar values of apples, their natural tooth- 
cleansing action and outstanding usefulness in the early estab- 
lishment of eating habits conducive to caries control are signifi- 
cant to physicians and dentists alike. 


FILM ‘‘Gateway to Health,” 16 mm., color, sound, 20 min., 
showing influence of dietary habits on dental health: Available 
from JADA film library, numerous local and state dental 
societies, state health departments; or write to address below. 
POSTER with above illustration will be mailed on request. 


4 THE APPLE GROWERS OF AMERICA: NATIONAL APPLE INSTITUTE, 726 JACKSON PLACE, WASHINGTON 6, D.C. 
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The most accurate impression material ever offered! 


IT’S HERE! 


The New Injection Type Coe-Flex 
is now available at your dealers. It 
has ALL of the superb qualities of 
Coe-Flex (Regular Type), the pop- 
ular rubber impression material, 
plus the ability to permit ample 
working time when used in the 
Coe-Flex Syringe for impressions 
of single and multiple tooth prep- 
arations. It’s easy to use, 

elastic, highly accurate, 


Order from your dealer 


‘tough, and completely satisfactory 
in every way. Impressions are eas- 
ily removed, can be poured any 
time, and dies and casts may be 
constructed at leisure. 

An Adhesive is supplied with- 
out extra charge for firmly affix- 
ing Coe-Flex to any surface (metal, 
plastic, or compound). 

Injection Type Coe-Flex only 
$5.00 per pkg.; $4.50 per pkg. in 
3 pkg. orders. Syringe $8.00. Call 
your dealer today, or write for 
details. 


COE Laboratories, Inc. 
Chicago 21, Illinois 
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WERNET’S DENTU-CREME AND 
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200-INCH PALOMAR TELESCOPE 


Not in a light year! Its meticulously polished surface must be cleaned 
with the utmost caution, to preserve its perfection and usefulness. 


Dentures, too, require the greatest of care in cleansing, to retain their 
lustrous finish and beauty. That’s why so many dentists urge their 
patients to use Wernet’s Dentu-Creme and Wernet’s Denture Brush. 


Dentu-Creme is an excellent detergent —smooth and non-injurious 
with a special polishing agent that’s ideal for use on acrylics. 


Wernet’s Denture Brush, with its Easy Grip Handle, provides 
two bristle sections, in conformance with professional 
preferences. Its black bristle section is for use on ridge and 
vault; its white bristle section on teeth and interproximal 
spaces. All bristles are anchored in position for long life. 


For thorough removal of food particles, 
mucin plaques and stubborn stains, with 
safety to the denture, suggest Wernet’s 
Denture Brush and Wernet’s Dentu-Creme. 


WERNET DENTAL MFG. CO., INC. 
JERSEY CITY 2, N. J. 
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Temporary Filling Material 


Supplied in wide neck bottles, 
“NO-MIX" is a thick paste ready 
for immediate insertion 


into prepared cavity. 


@ Ready for immediate use — 
no mixing or warming 
required. 

@ Easy to insert. 

@ Sets rapidly in presence 
of saliva. 

@ Antiseptic and non-irritating. 

@ Adequate resistance to mas- 
ticatory stresses. 

@ Ideal for sealing medicated 
dressings. 

@ Easily removed with burr 
or excavator. Originated by De Trey Freres, $.A., 


Zurich, Switzerland. 
@ Supplied in jars of 23 grams. An “amolgemeted Dentel” Product 
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12 chafacter mo izes arra ents 
ef teeth for truly d you 
ill provide an almost infinitemumb set-u 
~of teeth be s etri¢ al, sun lleled vA 
injesthigrics, scribe old porcele 


TEETH ty Aw ies, Inc, 


FETH THE MOST “IMPORTANT 
PART OF A DENTURE... 

MICROMOLD 
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THE NEW 
RITTER CENTURY X-RAY 


Engineered for the latest techniques. . . styled for today’s 
modern operatories, the new Ritter Century X-ray isa 
truly universal machine. With a range up to 90 Kv at your 
command, you can use the higher kilovoltage or standard 
techniques. Radiographs of high diagnostic quality for all 
areas can be readily produced usirg split-second 

exposure times. 

For the first time in any dental x-ray, the Ritter Century 
tube and transformer are completely insulated by-a 
non-texic, non-inflammable inert gas of superior insulating 
qualities . . . just one of the many advanced 
engineering features. 

The new Century X-ray blends perfectly with the styling 
of the Ritter Century Chair and Century Unit to enhance 
the decor of today’s modern operatories. 

See your Ritter Dealer, or write the Ritter Company, 
Inc., 1026 Ritter Park, Rochester 3, N. Y. 
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Observe how a bird builds its 
nest—how it binds and weaves and cements—the 
instinctive use of structure to build strength. 


Nature builds strong natural teeth with the same infinite 
care by developing a dense, homogenous internal structure . .. and man-made teeth 
must be fabricated from a material which has a similar internal structure in order to provide the 
maximum possible strength for the wearer of artificial dentures. 


The vacuum fired porcelain of Trubyte Bioform Teeth approaches 
this natural perfection of structural material. The internal and external 
gases causing the voids and air bubbles in conventional porcelain 
have been substantially removed. A denser, more homogenous 
material results that allows grinding and polishing without risk of 
chipping or flaking. 


CONVENTIONAL vacuen For greater strength and more beautiful 
FIRED PORCELAIN FIRED PORCELAIN esthetics for all your complete and partial 


denture requirements, specify the one and only 
Trubyte Bioform Vacuum Fired Porcelain 
Anteriors and Posteriors. 


® 
Note in these two photomicrographs how the Bi orm 
denser, more homogenous structure of vacuum 
fired porcelain is substantially free from the voids 
and bubbles found in conventional porcelain. The VACUUM FIRED PORCELAIN Teeth 


THE DENTISTS’ SUPPLY COMPANY OF N.Y. 


YORK, PENNSYLVANIA 
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MERICAN DENTAL ASSOCIATION 


Organized programs for the improvement 
of the dental health of the public 


Widely known representatives of the health professions and the fields of law and 
finance constituted the roster of speakers for the Seventh National Dental Health 
Conference held last year in Chicago at the Drake Hotel on May 14, 15 and 16. 
The event was sponsored by the Council on Dental Health of the American Dental 
Association. 

The purpose of the conference was to assist state dental societies to (1) strengthen 
state councils on dental health or their equivalent agency operating in the field of 
dental health care, (2) develop an effective working relationship between such agency 
and the state health department, (3) improve state health department dental services 
and (4) establish more effective programs for the provision of dental health care. 
The conference also considered the role of dental health service corporations and 
of private insurance companies in third party administration of group dental health 
care programs. Other subjects studied included specific dental health care programs 
in the areas of public assistance welfare, vocational rehabilitation and chronic illness. 

The 100 conference participants represented 38 constituent and component dental 
societies, 29 public health agencies and 12 associations in allied health and welfare 
fields and the field of insurance. 

The formal conference papers, with one exception, are presented on the following 
pages as a source of reference for the dental profession and for agencies which may 
be involved in the provision of dental health care. A paper on “Development of 
Dental Health Care Programs for Persons with Chronic Illness” was presented at a 
dinner meeting as part of the first day’s program by Donald J. Galagan, assistant 
chief of the division of dental public health of the Public Health Service. Dr. Galagan’s 
paper was published in the December issue of THE JOURNAL. 
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DENTISTRY’S RESPONSIBILITY 
IN THE CHANGING SOCIOECONOMIC PATTERN 


Harold Hiilenbrand, D.D.S., Chicago 


The assignment I was given states form- 
ally that I should discuss “Dentistry’s 
Responsibility in the Changing Socioeco- 
nomic Pattern.” I could do that very 
quickly by saying that the responsibility 
of the dental profession remains the same ; 
socioeconomic trends change all the time. 
No matter what is done or said, the basic 
obligation of the profession, through 
changing or unchanging social orders, re- 
mains the same. 

Therefore, three things will be dis- 
cussed: first, the responsibility; second, 
the changing socioeconomic patterns; 
third, the mechanisms which the dental 
profession has available for discharging 
its responsibilities in the socioeconomic 
order. 

The statement of responsibility is very 
simple and is phrased most aptly in the 
Principles of Ethics of the American Den- 
tal Association: 


The dentist [or the dental society] has the 
obligation of providing fully of his skills, knowl- 
edge and experience to society in those fields 
in which his qualifications entitle him to speak 
with professional competence. The dentist 
should be a leader in his community especially 
in all efforts leading to the improvement of the 
dental health of the public. 


This conference is a part of the assump- 
tion of that responsibility by the American 
Dental Association. 

The Principles of Ethics states that the 
obligation of the dentist falls only in those 
areas in which he speaks with professional 
competence. In other words, the dentist 
need not be all things to all people in solv- 
ing problems of dental health. For this 
reason, this conference has invited attor- 
neys, sociologists, public health and other 
technicians to aid the dentist in carrying 
out his responsibility. I should like to 
thank those from other professions and 
groups who are helping the dental pro- 


fession in discharging its obligations in 
this important area of dental health care. 

The second part of the assignment, a 
description of changing socioeconomic 
trends is not particularly an easy one. In 
order to discuss the changing social order, 
we should have to discuss the atomic 
bomb, General Motors, installment buy- 
ing, inflation, television, air conditioning, 
the 40-hour week, cooperatives and de- 
linquency, both junior and senior. 

The atomic bomb, for example, both 
to dentistry and to the other health pro- 
fessions, has brought new methods in 
technology that will probably have their 
impact on health practices. Through the 
sale of General Motors products, new 
concepts in the size of trade areas have 
been brought about. Rural communities 
have lost their isolation, and larger and 
larger areas are becoming the basic unit 
for the distribution of health service. 
General Motors, too, has had an obvious 
influence on the’ distribution of dentists 
throughout the country. In_ inflation, 
there is the continuing problem of rising 
costs which the dental profession must 
necessarily consider in designing group 
dental health care programs as well as 
in private practice. Television has be- 
come an instrument of a sort in health 
education whether in bust culture or in 
dental health education. Its impact is 
seen in the advertising programs for den- 
tifrices. Air conditioning is a factor which, 
because of installment buying, may delay 
the payment of the dentist even though 
air conditioning makes him more com- 
fortable while he is waiting for his fee. 
A 40-hour week has brought a great deal 
more leisure both to the dentist and to the 
patient. It has brought about a new con- 


Secretary, American Dental Association. 
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cept in American life in which health 
plays a very great part. The development 
of cooperatives has been a significant fac- 
tor in our changing economy, because it 
has expanded our concepts in the provi- 
sion of health care and in other areas of 
our economic society. 

The changes which have taken place 
in the socioeconomic pattern over the last 
ten decades could be summarized by say- 
ing that this country originally was a rural 
country with emphasis on the individual: 
the individual! as a patient; the individual 
as a member of an individual community. 
Then, very rapidly, came the period of 
industrialization. At this time, the empha- 
sis shifted from the individual to the 
group, from the individual to the collec- 
tive appraisal of various problems. This 
can be said in another way. While the 
dentist’s obligation to the patient re- 
mained the both in the rural 
and in the industrial periods, the cir- 
cumstances under which the obligation 
was rendered did change. Dentistry had 
now to enlist the aid of such sciences as 
sociology in the provision of health care, 
whereas in the earlier days provision of 
health care was almost entirely an indi- 
vidual arrangement between the dentist 
and the patient. The greatest change, 
with particular reference to the objective 
of this conference, has been in the relation 
between two people—originally the den- 
tist and the patient—to the new relation 
between patients as a group and dentists 
as a group. It is this changing relation 
which will be explored in this conference, 
an increasingly important relation in the 
solution of the problem of distributing 
dental health care in this country. 

In the discharge of the basic responsi- 
bility of the dental profession in a chang- 
ing society, what mechanisms are avail- 
able to the dental profession? 

At the national level, there are two 
groups: the U. S. Public Health Service, 
which is the governmental agency, and 
the American Dental Association, which 
is the voluntary agency. Both groups oper- 


Same 


ate within their own particular spheres of 
responsibility on much the same basis. 
The functions of the A.D.A. are: the 
enunciation of standards, the develop- 
ment of principles, research, advice and 
consultation. This is much the same gen- 
eral obligation which the U. S. Public 
Health Service has, but the application is 
somewhat different. The American Den- 
tal Association’s policies are not inflexible, 
but are subject to the changing needs of 
society. It is hoped that this conference 
will produce some comments on current 
policies so that they may be altered or 
strengthened in accordance with the 
needs of this changing society. The poli- 
cies of the American Dental Association 
reflect its effort to discharge its responsi- 
bility to society. They reflect also, in an- 
other sense, the leadership that the dental 
profession exercises, and will continue to 
exercise, in providing better dental health 
care to more of the American people. 

At the state level, again there is the 
official agency and the voluntary agency: 
the dental division of the state depart- 
ment of health and the constituent dental 
society. Here, again, one is governmental, 
and here, again, one is voluntary. The 
state health department, through its den- 
tal division, can exercise a very potent 
influence in the problems which are un- 
der consideration. Unfortunately, very 
few dental divisions have yet been able to 
assume their full responsibility in this 
area. The reasons are clear. Most dental 
divisions are understaffed and undersup- 
ported, and a good many of them lack a 
long-range program. This is by no means 
the fault of the dental division alone, be- 
cause its obligation is shared to a degree 
first by the dental society and, more im- 
portantly, by the citizens of the particular 
state who will have as good a health de- 
partment or dental division as they want 
when they get around to wanting it badly 
enough. In the next few years, a great 
strengthening of these dental divisions 
should be contemplated for the services 
that they can offer in a changing society. 
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At the state level, too, is one of the 
great strengths in the dental profession’s 
program in the United States: the con- 
stituent societies. The character and 
strength of the 54 constituent societies is, 
by no means, uniform. The societies vary 
from very well organized societies to so- 
cieties which can scarcely claim the status 
of an organized society. 

Most dental societies have been con- 
cerned in the last two decades too much, 
perhaps, with their own membership re- 
cruitment; too much with their own 
housekeeping, with staffing and getting 
the correspondence handled. They have 
not devoted the time that needs to be de- 
voted to the development of programs in 
social and economic areas. As a result, 
when a new social movement develops, 
most constituent societies must operate 
their correlative programs on a “crash” 
basis. This had to be done on the West 
Coast with results that have been excep- 
tionally successful. But I have consider- 
able doubt that all of the constituent 
dental societies would be able to operate 
similar programs with the same success. 
It must be said, to the credit of the West 
Coast dental societies, that they have mar- 
shalled their resources both in terms of 
funds and personnel to get a good look at 
a very hard and difficult problem. Other 
societies, less resourceful and less well sup- 
ported, must look to long-range planning. 

To list a set of symptoms, a diagnosis 
and an outline of treatment for various 
problems in this area of activity, the con- 
stituent societies generally use councils on 
dental health or similar agencies as their 
mechanisms. In the last ten years, the 
over-all development of councils on den- 
tal health as effective mechanisms for 
long-range socioeconomic planning has 
not been impressive. Too many councils 
lack the financial and staff support to 
undertake what are becoming increas- 
ingly complex and important problems. 
Too many councils on dental health have 
been concerned with a limited aspect of 
the total problem: dental health educa- 


tion. When the posters have been distri- 
buted for National Children’s Dental 
Health Week and when there have been 
three speakers on the radio, two on tele- 
vision and one before the local parent- 
teachers’ associations, many might feel 
that the council on dental health’s obliga- 
tion has been fulfilled. This is not said 
disparagingly, because in the last ten years 
there has been some visible development ; 
but there is now a need to look intensively 
at the very rapid development of the 
councils on dental health in the constit- 
uent societies as one of the effective 
means of handling the problems that this 
conference will have under consideration. 

Finally, we come to the most important 
level of all: the component society level. 
This type of organization is hardly dis- 
cernible in some areas of the country. The 
component society, the local health officer 
and health department are particularly 
important because of their influence at 
the level where the dentist actually treats 
his patient. It is at this level, also, where 
dentistry’s public relations begins. It is 
at this level where patients’ needs can be 
detected, and it is at this level where the 
dentists can render a competent service. 
Unless national policies are well estab- 
lished to meet the needs of the state and 
the constituent society, then it is almost 
impossible to have a successful program 
at the component dental society and local 
level. 

All three levels of the organized dental 
profession must be borne in mind, for 
each has a distinct responsibility. Al- 
though the facets of that responsibility 
may appear to differ, they are all clus- 
tered around the same fundamental obli- 
gation of trying to improve dental health 
service. 

A great period of experiment in the 
provision of health care is approaching. 
It is no good to say that it can’t be done; 
it is less good to say that we’re going to 
sit still and wait until the plans go home; 
it is still less good to say that this is “so- 
cialization” and, therefore, is not the con- 
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cern of the dental profession. Although 
some of these things may be partially or 
wholly true, the fact remains that a 
changing social order now confronts the 
dental profession with more insistent re- 
quests for expanding its health services. 
No profession conscious of its obligation 
to society can ignore or frustrate such re- 
quests coming from larger and larger 
groups of the population. Whatever hap- 
pens in this changing society, it is clear 


to me, personally and officially, that the 
American people deserve to have a higher 
level of health care, including dental 
health care, as a part of their increasing 
standard of living. It seems obvious, also, 
that the American standard of living can- 
not go on increasing, as it has done almost 
for the last generation, without making a 
real part of that better standard of life a 
better standard of dental health care for 


all the people. 


AN EFFECTIVE DENTAL HEALTH CARE AGENCY 
FOR A DENTAL SOCIETY 
Albert L. Borish, D.D.S., Philadelphia 


The dental health problems in Philadel- 
phia are enormous. Activity in this im- 
portant area of health is spread over the 
public and parochial schools, the many 
outpatient departments in hospitals of the 
city and in health centers of the Depart- 
ment of Public Health, each of which has 
its individual dental head or authority. 
To make each cognizant of the other and 
coordinate their efforts and programs so 
that they will perform maximum service 
with these resources was the major prob- 
lem of the council on dental health of 
the Philadelphia County Dental Society. 
This is being done. 

The keynote of the entire policy is co- 
ordination. Coordination has been prac- 
ticed without loss of one iota of autonomy 
to any of the units. The Council usurps 
the prerogatives of no individual group 
represented in it. 

The organization of the Council is re- 
vealed in the illustration. The president 
of the Philadelphia County Dental So- 
ciety appoints the chairman of the coun- 
cil on dental health with the approval of 
the board of governors. The council on 


dental health consists of individuals 
representing the Philadelphia Mouth 
Hygiene Association; dental service, 


Board of Public Education; dental serv- 
ice, parochial schools; hospital dental de- 
partments; the two dental colleges; 
dental health section, Department of 
Public Health; members-at-large, Phila- 
delphia County Dental Society; Phila- 
delphia dental hygienists; Philadelphia 
Society of Periodontology, and the Health 
and Welfare Council of the Community 
Chest. 

The Council functions as a whole and 
also through its ten subcommittees: (1) 
coordination, (2) work conferences, (3) 
standardization and evaluation, (4) den- 
tal agency administrators, (5) Health 
Fair, (6) television educational programs, 
(7) handicapped children, (8) Child 
Dental Health Week, (9) exhibits and 
(10) periodontology. 

The over-all objectives of the Council 
are as follows: 

1. To have all agencies with dental 
programs represented on the Council 
with voting privileges. 

2. To have all policies approved by 
the board of governors of the Philadel- 
phia County Dental Society. 


Chairman, council on dental health, Philadelphia 


County Dental Society. 
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COUNCIL ON DENTAL HEALTH TABLE OF ORGANIZATION 


Philadelphia Mouth Hygiene | ___ Coordination 
Association 


Dental Service, 


Work Conferences 
Board of Education 


Dental Service, 
Parochial Schools 
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Hospitals, Dental Departments L Dental Agency 


Philadelphia 
Dental Colleges, 

County Council University of Pennsylvania = h Foir 
and Temple University Healt 

Dental — Subcommittee — 

= 
: Dental Department Public Health 
Socie 
ad Dental Health Section p= TV Educational Programs 
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Governors) Philadelphia County Dental Society = Handicapped Children 
(members-at-large) 
Philadelphia Dental Hygienists — Child Dental Health Week 
Health and Welfare Council 
of Community Chest L__. Exhibits 
Philadelphia Society of 
Periodontology Periodontology 


Organization of the council on dental health of the Philadelphia County Dental Society 


3. To be the informational center for b. Action to be taken on reports of 
community dental needs and resources. community programs. 

4. To help coordinate all community 2. Act as reference committee for the 
dental programs so that maximum serv- Council. 
ice will be given with these resources. 3. Act on requests of community agen- 

5. To help each agency obtain com- cies. 
munity support. 4. Study new programs. 

6. To help evaluate programs and in- 5. Evaluate actitivies of subcommit- 
duce improvements. tees. 


The subcommittees are dynamic. They 6. Report to the Council regarding the 
are fully aware of their responsibilities, activities of various community dental 
and they meet and function. The sub- programs. 


committee on coordination may do the The subcommittee on work conferences 
following: has successfully completed one of the 
1. Recommend to the Council: most fruitful projects attempted locally, 


a. Policies and procedures for com- the Work Conference on Dental Health 
munity agencies. for Preschool Age Children. Ninety au- 


/ zation and Evaluation 
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thorities representing dentistry, medicine, 
nursing, education, public health and in- 
formed and interested laymen _partici- 
pated. Some findings have already stimu- 
lated action. City dental health clinics 
utilized their time during July and August 
on these preschool age youngsters, and 
two hospital dental staffs sponsored full- 
day programs on children’s dentistry for 
general practitioners in the immediate 
community. The presentation of all 
phases of pedodontics, presented by the 
staff, and an impressive luncheon, given 
by the women’s auxiliary of the hospital, 
made up a model program to which all 
dentists in the vicinity (100 in attendance 
at each) were invited. The desired aim 
of the project was to impress further on 
a selected community the latest thera- 
peutic and technical skills employed in 
the handling of the child patient and the 
need for these skills. The full story of this 
work conference, with its findings and its 
16 points or recommendations, has been 
accepted for publication in The Journal 
of the American Dental Association. 

Presently, the Work Conference on 
Dental Programs in Hospitals is being 
planned for March of 1957. Dentists, 
physicians, hospital administrators and 
others will consider the scope of dentistry 
in hospitals. It is hoped that these hos- 
pital administrators will be made more 
aware of their dental problems. 

The subcommittee on standardization 
and evaluation, in April of 1956, revised 
the “Dental Standards for Treating the 
Children in Community Programs.” The 
first really great stride toward bringing 
organized dentistry into working arrange- 
ment with dental public health came 
with the arrival of J. M. Wisan as dental 
public health administrator in the De- 
partment of Public Health in 1953. He 
made his moyes and changes in harmony 
with organized dentistry. It was the first 
time in the history of public health den- 
tistry in this city that the Philadelphia 
County Dental Society was invited to col- 
laborate in solving the city’s dental health 


problems. In January of 1954, the board 
of governors formally endorsed a new 
Health Department program of public 
health dentistry and approved a set of 
standards comparable to the highest in 
the nation and drawn up by the council 
on dental health. 

Subsequently, voluntary agencies re- 
quested that standards be designated that 
would be feasible for hospital outpatient 
clinics. The following “Standards for 
Dental Procedures for the Child” (re- 
vised) is being sent to every public and 
private dental agency in Philadelphia and 
will be published in the local and state 
journals: 


It is recommended that all treatment be 
provided in accordance with high standards 
enunciated by dental authorities. Attempts to 
attain short cuts at the expense of fundamental 
requirements of scientific treatment will result 
in faulty teeth and endangered health. Den- 
tists should be cognizant of the cooperation 
available from the medical profession. 

It is further recommended that the stand- 
ard examination and treatment record forms 
as devised by the subcommittee on dental 
health agencies be used in all clinics. 

In order to enhance the usefulness of den- 
tists, auxiliary personnel (dental hygienists 
and dental assistants) should be provided in 
all clinics. 

The objective of any program should be 
“complete dental treatment” and implies the 
following: 

a. Prophylaxis and fluoride therapy. 

b. Dental examinations, including roent- 
genograms and treatment planning. 

c. All restorations. 

d. Removal of inoperable and infected 
teeth after adequate roentgenographic diag- 
nosis. 

e. Treatment of all oral soft tissue lesions. 

f. Referral and follow-up of cases requir- 
ing a type of treatment not performed in the 
clinic. 

g. Arrangement for subsequent mainte- 
nance treatment. 

h. Referral of patients requiring medical 
attention to a physician. 

Recommended Techniques: 

1. A complete oral examination that will 
include the teeth, supporting tissues and oral 
mucosa should be given. External palpation 
for pathologic conditions should be included. 
The occlusion should be examined and any 
malocclusions noted. 
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2. Roentgenographic diagnosis should be 
an integral phase of dental examinations and 
treatment planning. 


3. When a sharp explorer catches in an 
occlusal pit or fissure, the tooth should be pre- 
pared for a restoration. If the roentgenogram 
discloses an interproximal carious lesion, that 
tooth should be restored immediately. No 
cavity is too small to fill, When planning 
treatment, consideration should be given to 
the possibility of treating systematically by 
mouth quadrants. For example, when treat- 
ment of the lower right first deciduous molar, 
lower right second deciduous molar and lower 
right first permanent molar is required, man- 
dibular conductive anesthesia will enable the 
dentist to perform extractions and/or cavity 
preparations of all three teeth at one sitting. 


4. Until further scientific data indicate 
otherwise, topical fluoride application should 
be an integral part of complete dental care. 

5. Operative procedures: 

a. Achieve “extension for prevention” in 
all cavity preparations. 

b. Make occlusal locks wide enough for 
maximum retention in Class II cavities. 

c. In all deep cavities, protect the pulp 
by a suitable lining. 

d. Use matrices and gingival wedges in 
the filling of all Class II cavities. 

e. When inserting amalgam for restora- 
tions, obtain thorough condensation. 

f. Polish all fillings at a subsequent visit. 

6. Reduce temporary fillings to a minimum. 

7. Utilize anesthesia when indicated. 

8. Exodontia procedures: 

a. Every infected tooth, deciduous or 
permanent, that cannot be successfully treated, 
should be extracted. 

b. Before extractions for children with a 
history of rheumatic fever or with acute dental 
infection, antibiotics should be provided. 

c. After extractions, patients should be 
given written instructions concerning post- 
operative attention. 


9. Precedence should be given to: 

a. Relief of pain. 

b. Restoration of the permanent incisors 
and the second deciduous molar for children 
up to 10 years of age. 

c. Preventive treatment of permanent 
molars. Restoration is recommended for the 
occlusal surfaces of all first permanent molars 
and the buccal surfaces of lower molars and 
the lingual surfaces of upper molars whenever 
a sharp explorer sticks in the pit or fissure. 

d. Filling of pits and fissures before the 
tenth year is recommended for the second de- 
ciduous molars. 


e. Pulpotomy for “‘vital” pulp exposures 
is suggested in order to prevent premature 
loss of teeth. 

f. Root canal therapy is recommended for 
all treatable teeth. 


10. Patients should be referred to a suitable 
agency if the following treatments are not 
available: 

a. Space maintenance for the deciduous 
dentition. 
b. Prosthodontic. 
. Crown and bridge. 
. Endodontic. 
. Treatment of traumatized incisors. 
Complicated surgical procedures. 
. Orthodontic consultation. 


nme an 


11. Efforts should be made to impart perti- 
nent and authentic information to parents and 
children in order to influence desirable dietary 
and dental habits. The importance of brushing 
the teeth after every meal and before retiring 
should be stressed. Particular emphasis should 
be placed on the necessity of beginning dental 
care for the child at the age of two and mainte- 
nance treatment given routinely thereafter. 


Evidence of the fact that the council 
on dental health has been accepted by the 
community as the authoritative source for 
dental health education was the recent 
request of one of Philadelphia’s large 
voluntary agencies to have the Council 
undertake evaluation of its program. 

The Council is developing feasible pro- 
cedures for helping community agencies 
to maintain high standards of treatment 
in their programs. 

The subcommittee on dental agency 
administrators consists of the dental 
heads of the hospitals of Philadelphia. 
Great strides have been made by this 
group. Understanding and cooperation 
never before realized are now appearing. 
Plans to standardize programs, records, 
interchange of ideas and even a move 
toward offering refresher courses to hos- 
pital staff dentists by those institutions 
stressing one phase more than another 
is now on the calendar. For example, the 
Children’s Hospital, which has one of 
the most thorough dental health pro- 
grams for the child, is offering a course 
limited to all members of affiliated hos- 
pitals. 
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The subcommittee on Health Fair 
handles the dental section of the Phila- 
delphia Health Fair. Last year, the sec- 
ond annual Fair drew 81,000 persons. 
The Council’s exhibit, one of the most 
attractive and best attended, was 
equipped with two complete dental units, 
with dentists and hygienists always on 
duty examining children, giving tooth- 
brush drills and puppet shows and dis- 
tributing kits and literature. 

The dental service of the Board of 
Public Education prepared a series of 
telecasts on dentistry that wili be used as 
a format by the subcommittee on tele- 
vision educational programs. Present 
plans call for study of financial resources 
for extended programs in the near future. 

The subcommittee on handicapped 
children made a thorough study of the 
treatment problem faced by dentistry in 
regard to handicapped children. The 
child who shows some form of central 
neurological disturbance and who be- 
cause of this injury would require special 
training, care and schooling is included 
in the category. The results of the sub- 
committee’s extensive survey was pub- 
lished in the March issue of the Bulletin 
of the Philadelphia County Dental So- 
ciety. Questionnaires were sent to all den- 
tists in the city as well as social service 
agencies. The aim was to register a com- 
plete report of various comments re- 
corded by dentists, compile a list of pro- 
fessional personnel and institutions doing 
dental work for the handicapped child, 
collect all of the oral observations of prac- 
ticing dentists and determine the need 
for additional clinics and hospital facili- 
ties. 

The subcommittee on child dental 
health week presented an 11 point project 
for 1956. Coordinating the efforts of the 
Department of Public Health dental sec- 
tion, Philadelphia public school system, 
Philadelphia parochial schools and Phila- 
delphia hospitals, it was instrumental in 
planning the following activities during 
Children’s Dental Health Week: 


1. Winning Smile contest—finals on 
WFIL-TV. Council on dental health and 
the Board of Public Education. 

2. Poster contest. Parochial schools of 
Philadelphia. 

3. Public health meeting, Greater 
Philadelphia Annual Meeting. A sym- 
posium entitled “Why Fill Deciduous 
Teeth” was given. 

4. Leaflets (50,000) “Now Is the 
Time for the Child of Two to Five” by 
the council on dental health and the 
Philadelphia Dairy Council. Distributed 
by the women’s auxiliary of Philadelphia 
County Dental Society to drug stores, 
health centers and child care centers. 

The Philadelphia Board of Health was 
responsible for 25,000 leaflets, “Two 
Birthdays to Remember.” 

5. Evaluation 1955 Work Conference 
on Dental Health of Preschool Children. 

6. Poster, “Protect ‘First’ Teeth First.” 
Published by the Philadelphia Depart- 
ment of Public Health for display on 
public buses, trolley cars, subway and 
elevated trains. 

7. Television programs. 

8. Radio skits. 

9. Newspaper items. 

10. Children’s dentistry symposium, 
Kensington Hospital. 

11. Distribution of A.D.A. posters, 
“For Better Dental Health—lIt’s the 
Brushing That Counts.” 

The Winning Smile contest, inaugu- 
rated this year, was highly successful and 
well received by the community. For the 
climax to be reached during Children’s 
Dental Health Week, the contest was be- 
gun four weeks earlier. Abram Cohen, 
supervisor of dental services of the Phila- 
delphia public schools, requested the ap- 
proval of the board of superintendents. 
The event was limited to the 41,000 
students in the 25 junior high schools. 
The school dental examiners, teachers 
and dental hygienists selected a boy and 
girl winner in each school. The next 
round of judging took place in the audi- 
torium of the Board of Education Build- 
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ing where these 50 contestants were 
reduced to 16, a boy and girl selected in 
each of the eight school districts. The 
district choices were further reduced to 
six, three boys and three girls, during 
Public Health Day activities of the 
Greater Philadelphia Annual Meeting. 
These six finalists, the four judges and the 
station moderator were gathered before 
the television cameras of WFIL-TV 
where the winning boy and girl were 
named. Each child received a beautiful 
plaque for his and her possession and 
duplicates were delivered to the schools 
of the recipients for their archives. 

The judges consisted of a former dean 
of a dental school, president-elect of the 
Philadelphia County Dental Society and 
the dental head of the Department of 
Public Health. For the semifinal round 
of the contest, the president of the So- 
ciety, the president of the women’s 
auxiliary, the president of the dental as- 
sistants’ association and the professor of 
pedodontics of one of the colleges ac- 
cepted the assignment; for the final 
round, the superintendent of public 
schools, both the medical director and 
the dental supervisor of the medical serv- 
ices of the public schools and the chair- 
man of the council on dental health. 

The subcommittee on exhibits pre- 
pared its first exhibit for the 1956 session 
of the American Dental Association in 
Atlantic City. It depicted the objectives, 
organizational theme and coordination of 
the Council. Other scenes for the exhibit 
will be prepared for the next Greater 
Philadelphia Annual Meeting and other 
local and state gatherings. 

The subcommittee on periodontology 
is the most recent addition to the Coun- 
cil family. It is now engaged in the fol- 
lowing projects: (1) poll of dentists’ 
opinion of periodontal disease; (2) poll 
of lay persons’ opinion of periodontal dis- 
ease; (3) survey using Russell’s index; 
(4) publication of a leaflet on periodontal 
disease; (5) courses in periodontology to 
be presented in hospitals for practitioners 


in the vicinity of the respective institu- 
tion. This subcommittee has been pre- 
senting ten weekly radio programs for 
which the starting date of February 3, 
1956, was agreed on, because it coincided 
with the Greater Philadelphia Annual 
Meeting and fit in well with the publicity 
attendant to the annual show. 

The Council’s relationship with the 
various groups in the community may be 
revealed in this manner. The chairman 
of the Council presented a one hour 
paper on the “Council on Dental Health 
at Work” at the annual two day session 
of the Health Institute of the Philadelphia 
Board of Public Education. This meeting 
was attended by 500 men and women 
consisting of the medical and dental 
staffs, nurses, hygienists and interested 
lay health educators of both the public 
and parochial schools. 

The Council, through authority given 
it by the board of governors, presents a 
scholarship annually to a Philadelphia 
hygienist to attend the Workshop of the 
Committee on Health Education at 
Temple University, one of five universi- 
ties in the state of Pennsylvania giving 
the course. 

Desiring to stimulate or motivate other 
groups to develop dental health educa- 
tion projects, the council on dental 
health, collaborating with the Philadel- 
phia Dairy Council, prepared and printed 
an excellent leaflet, “Now Is the Time 
for the Child of Two to Five,” for dis- 
tribution to the dentists of Philadelphia 
for redistribution to their patients. Re- 
quests have come in from all parts of the 
United States. The latest request, from 
California, has asked for permission to 
reprint it for allotting to the dentists of 
their state, with full credit to be given 
to the Council and the Philadelphia 
Dairy Council. During Children’s Dental 
Health Week, this folder was inserted in 
the weekly publication of the Phila- 
delphia County Medical Society. This 
issue included also an editorial on Chil- 
dren’s Dental Health Week. 
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Education projects are planned by the 
Philadelphia Mouth Hygiene Association 
and the United Cerebral Palsy Associa- 
tion of Philadelphia. 

A novel and effective method for study- 
ing a problem was conceived by Dr. 
Wisan. A Mock Trial Investigation of 
Philadelphia Dental Health Programs for 
Children was given by the Philadelphia 
Society cf Dentistry for Children in col- 
laboration with the Council. It was set up 
in courtroom fashion, with a presiding 
judge, attorney for the commonwealth, 
attorney for the advisory committee and 
a jury representing a home and school 
association, the Health and Welfare 
Council, a high school principal, the di- 
rector of medical services of the Board 
of Public Education, a pediatrician, and 
deans of both Philadelphia dental schools, 
among others. Also, there were witnesses, 
representative authorities in hospital, 
school and public health dental agencies 
and even a clerk of the court. 

Excellent newspaper reviews were ob- 
served on the following day—‘Panel calls 
dental programs for city children inade- 
quate” and “an inquiry into dental health 
programs was held last night and a ‘jury’ 
found them grossly inadequate.” The 
linage secured was about the best to date. 

This presentation has enumerated 
many activities which normally should 


require a budget of $5,000. However, be- 
cause of the coordination and cooperation 
of the various agencies, this has been ac- 
complished with $300 for the first year 
and with an increase to $720 for the sec- 
ond year. Some few of the projects and 
the sums required are: the Health Fair 
—$200 (an amount which will have to 
be increased); summer-session scholar- 
ship for the Workshop on Community- 
School Health Education at Temple Uni- 
versity—$70; a special printing of Views, 
publication of the Philadelphia Depart- 
ment of Health and dedicated to Phila- 
delphia dentistry—close to $300, includ- 
ing mailing to the county membership; 
publicity expenses incidental to hospital 
seminars—$75 (this, too, must require 
more money as the plan develops) ; mail- 
ing of minutes to Council members— 
$100; funds for sending Council repre- 
sentatives to study hospital facilities and 
programs in other cities—to be de- 
termined, and fund for a television edu- 
cation project—to be determined. 

It is unfair to expect individuals to 
give of their time, energy and finances to 
subsidize so worthy a program as that 
which dentistry has accepted as its re- 
sponsibility. Adequate budgetary allow- 
ances should be provided by the local and 
state dental societies for this most im- 
portant phase of dental health activities. 


AN EFFECTIVE DENTAL DIVISION 
IN THE PUBLIC HEALTH DEPARTMENT 


John W. Stone, D.D.S., M.P.H., Austin, Texas 


The first dental program established by a 
health department on a state-wide basis 
was in North Carolina in 1918.1 Un- 
fortunately, other states were slow to fol- 
low the pattern thus created. Most of the 
early programs arose as the direct result 
of the interest and activity of dental prac- 
titioners and dental societies who recog- 


nized the urgent need for broad, state- 
wide programs directed toward the eradi- 
cation, or at least the amelioration, of the 
dental diseases and their sequelae. 


Michigan 
denta| 


Formerly, public health dentistry section, 
Department of Health; at present, director, 
division, Texas Department of Health. 

1. Gerrie, N. F. Dental public health. J.A.D.A. 40:750 
June 1950. 
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The flirtation and courtship of den- 
tistry with public health has extended 
through the greater part of a century and 
a quarter, but the matrimonial union has 
had a comparatively short hectic history. 
The consummation of the union of den- 
tistry and public health on a nation-wide 
scale was hastened during 1935 when 
through the Social Security Act the fed- 
eral government made funds available to 
the states to operate dental programs.’ It 
has been since 1935 that dentistry in 
public health has become a recognized 
profession—recognized by organized den- 
tistry, by official public health, and by 
the public as well. 

Distrust and alarm, with the attendant 
cries of “this is socialized dentistry” and 
“this is not public health,” have greeted 
the marriage in various areas and at 
various times. At other times and in other 
areas, or perhaps even in the same areas, 
the joining together of dentistry and 
public health has been hailed as a signifi- 
cant step along the pathway of progress. 
The fluoridation of communal water sup- 
plies is an activity which has caused glow- 
ing superlatives to be heaped on dentistry 
in public health. An example of these 
statements is that “fluoridation is the 
greatest advance in the practice of public 
health that has occurred during the last 
one hundred years.” 

A controversy has raged regarding the 
designation for dentistry and public 
health; whether it should be “dental 
public health,” “public health dentistry,” 
or “public dental health.” Persons ac- 
tively engaged in the field of dentistry in 
public health considered the problem of 
a name during a recent workshop at the 
University of Michigan.? It was de- 
termined by those assembled that “den- 
tal public health” was the most accurate 
descriptive term of all those reviewed. 

It is the purpose of this presentation to 
consider the factors that are significant 
in the determination of the effectiveness 
of the division of dental public health 
in the department of health. The factors 


to be considered are the basic organiza- 
tional pattern for a health department’s 
dental division, its proper function and 
responsibilities, its development of a pro- 
gram and budget, its relations with the 
dental society, with the public and pri- 
vate agencies interested in health, and 
with the United States Public Health 
Service and other federal units. 


BASIC ORGANIZATIONAL PATTERN 


Inasmuch as the organization of dental 
divisions in departments of health will 
vary from level to level of public health 
activity, and from organization to organi- 
zation on the same level, there is no 
single “correct” or even “common” basic 
organizational pattern that will fit every 
dental division. There are, however, cer- 
tain fundamental principles of organiza- 
tion which are applicable, to some de- 
gree, in each instance. 

The basic organizational pattern for 
state health departments will be reviewed 
in order that a more detailed considera- 
tion may be given to the importance of 
the organizational pattern of the dental 
division. The comparatively small num- 
ber of local health departments having 
dental programs and the great variation 
in their organization, operation, and 
function make it impossible to give more 
than a passing glance to these programs 
at this time. It must be emphasized, how- 
ever, that it is at the level of the local pro- 
gram, the level of application, that den- 
tal public health programs reach the 
public. It is at the level of application 
that results may be expected and ob- 
tained. 

There are two general types of basic 
organizational patterns utilized by depart- 
ments of health—the horizontal and the 
vertical. 


2. Pelton, W. J. Federal aid in public health den- 
tistry. J.A.D.A. 30:570 April 1943. 

3. University of Michigan, School of Public Health. 
Fourth workshop on dental public health, University of 
Michigan, Ann Arbor, April 2-6, 1956. Unpublished. 
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The horizontal pattern is, as the name 
implies, one in which there may be any 
number of units operating under the di- 
rect supervision and control of the execu- 
tive officer of the state health depart- 
ment.* It is apparent that the horizontal 
structure could become unwieldy in those 
instances in which there are an excessive 
number of units reporting to the health 
officer. The definition of what constitutes 
an excessive number would have to be 
determined by the executive ability of 
each health officer, and not by any state- 
ment of generalities. 

The vertical organizational pattern 
may be characterized as having a hier- 
archy and being scalar or pyramidal in 
structure; that is, where the lines of 
authority and responsibility run upward 
and downward through several levels 
with a broad functional base at the bot- 
tom and a single executive head at the 
apex.® 

On November 11, 1953, the governing 
council of the American Public Health 
Association adopted as an official state- 
inent a report prepared by the Subcom- 
mittee on State and Local Health Ad- 
ministration entitled “The State Health 
Department—Services and Responsibili- 
ties.” The report contained many laud- 
able recommendations concerning the 
organization and the reorganization of 
state health departments. Primarily, the 
recommendations were directed toward 
the reduction of the wasteful operations 
which may appear in the day-to-day 
function of an organization the size of 
a state health department, or to increase 
the efficient and economical operations 
of the state health department. The scalar 
or pyramidal organizational structure was 
the basic organizational pattern recom- 
mended by the subcommittee to the state 
health departments. It was recommended 
that there be established a limited num- 
ber of major units which would report 
directly to the executive officer of the 
health department. All of the sub-units 
having similar areas of activity and func- 
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tion would be grouped together into a 
major unit. 

The proposal for major units tends to 
break down, however, in that there is no 
delineation of what constitutes similar 
areas of activity and function; nor is 
there any description of what constitutes 
a limited number of major units. 

The Council on Dental Health of the 
American Dental Association, during its 
conference in 1951,® studied the dental 
administration in state health depart- 
ments. It was noted at that time that 
the reorganization of several state health 
departments had resulted in the down- 
grading of the dental division to the 
third or even the fourth administra- 
tive level below the health officer. These 
changes had developed as the result of 
recommendations of representatives of 
the ‘American Public Health Associa- 
tion, administrative advisers of the U. S. 
Public Health Service, and consultants 
from schools of public health. Almost 
without exception these changes were 
made, or are being made, without con- 
sulting the dental profession in the states 
involved. 

In 1950, the House of Delegates of the 
American Dental Association recom- 
mended that dentistry be included as a 
basic health service of the health depart- 
ment, and that the dental unit be staffed 
with qualified personnel. In an editorial* 
in the July 1951 issue of THE JOURNAL 
OF THE AMERICAN DENTAL ASSOCIATION, 
it was stated that those who would re- 
duce dentistry to a secondary position 
apparently labor under the false assump- 
tion that dentistry can function best as 
a subsection of one of the medical di- 


4. American Dental Association, Council on Dental 
Health. Dental administration in state health depart 
ments. J.A.D.A. 43:61 July 1951. 

5. Hanlon, J. J. Principles of public health adminis- 
tration, ed. 2. St. Louis, C. V. Mosby Co. 

6. American Dental Association, Council on " Dental 
Health. Dental administration in state health depart- 
ments: report of 1951 conference. J.A.D.A. 43:489 Oct. 
1951. 

7. Dentistry's position in modern public health de- 
partment. Editorial. J.A.D.A. 43:86 July 195 
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visions. It has been pointed out many 
times that dentistry is not a subsection of 
medicine, or a subsection of any other 
profession for that matter. 

History shows that decadence has always 
set in whenever or wherever dental education 
or dental practice has been brought under 
the supervision and control of authoritative 
non-dental administration. The reason is not 
far to seek. It lies in the associated lack of the 
special dental qualifications and concern which 
would enable such administration to judge the 
values and practical significance of the special 
therapeutic procedure involved in the com- 
prehensive dental art. Physicians, with few 
exceptions, have always demonstrated notable 
lack of genuine interest in dental health care.* 

Dentistry is an entity within itself, and 
as a profession it is concerned with one 
of the largest single health problems that 
confronts humanity. The dental public 
health unit functions most effectively as 
an independent unit of the health depart- 
ment working in full cooperation with all 
the other units of the department, and 
administered by a qualified dental officer 
who is directly responsible to the health 
officer. 


PERSONNEL 


To paraphrase the recommendations of 
the House of Delegates of the American 
Dental Association in 1950, “In order for 
the dental unit to be able to function as 
a basic health service of the health de- 
partment, it must be staffed by qualified 
personnel.” 

Realistically, the number and the pro- 
fessional background of the members of 
the staff should be determined by the 
breadth and scope of the oral health 
problems in the state. Unfortunately, 
however, in this day of enlightenment 
and progress there remain several dental 
units of state health departments that 
have a staff consisting of a director or 
supervisor, as the situation may be, and a 
secretary. 

Dental public health has expanded be- 
yond the boundaries that were known in 
1935, and today the talents of many types 


of professional persons are needed to 
man an effective dental division. Dentists 
and dental hygienists especially trained in 
public health, sometimes dentists and 
dental hygienists having an interest in 
the clinical aspect of public health prac- 
tice, health educators, public health ad- 
ministrators, psychologists and others are 
to be found working in various dental 
units in the nation. 

In general, the factors which designate 
a dentist as being a qualified director 
apply equally well to the other persons 
on the staff of the dental unit. “Much of 
the success of the director of a program 
of dental public health will depend on his 
capacity to establish favorable public re- 
lations and to organize cooperative 
efforts.””® 

Public and professional relations and 
cooperative effort are the key to success 
in aimost every endeavor in which man 
engages. The cooperative efforts of the 
members of the staff of the dental unit 
run the gamut from intraunit projects, 
through joint action on the part of two 
or more divisions of the department of 
health to community-wide or state-wide 
programs involving the representatives of 
many professional and nonprofessional 
organizations. 

At one time the public health dentist 
primarily was concerned with the dental 
problems of children. The old axiom “an 
ounce of prevention is worth a pound of 
cure” was the sole theme of almost every 
dental program. With the advent of 
fluoridation of communal water supplies, 
and with the constant increase in the 
number of communities instituting this 
procedure, the dental administrators have 
the opportunity to initiate programs in 
aspects other than those related directly 
to dental caries. 

It is essential that the director and the 


8. Carr, M. W. Dentistry—an agency of health service. 
New York, Commonwealth Fund, 1946. 

9. American Public Health Association. 
port on educational qualifications of public 
dentists. Am. J. Pub. Health 42:188 Feb. 1952. 
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members of the staff of the dental unit be 
able to function as dental consultants to 
nondental public health organizations, 
both official and nonofficial, and to pro- 
vide specialized assistance to dental 
organizations and to private practitioners. 

In addition to intelligent and effective 
participation in general public health 
work and administration, the public 
health dentist must assume the specialized 
tasks incident to a dental health program. 
He should keep informed regarding the 
latest developments in dental research in 
order that he may serve as a consultant 
for oral diagnosis. The public health den- 
tist must be capable of preparing and 
initiating plans for the dental phases of 
new health programs, including the de- 
termination of the facilities necessary for 
their operation. Other responsibilities of 
the public health dentist may be the pro- 
vision of professional advice in develop- 
ing and supplying authentic and effective 
dental health educational material, as 
well as instruction in sound dental health 
practice to groups of public health 
workers, teachers, and others. He may be 
called on to institute dental research 
projects which have public health impli- 
cations and to coordinate the public 
efforts of a variety of agencies, official and 
nonofficial, that deal with dental health. 
He also must be capable of developing 
specialized indexes and records for 
measuring and appraising the efficacy of 
dental health activities.® 

The personnel of an effective dental 
division will have a broad insight into 
social trends as they affect, or will affect, 
the practice of dentistry, and should in- 
terpret these trends to the practicing 
profession. They must learn how to pre- 
pare policies and budgets for an increas- 
ing variety of programs. After some expe- 
rience with’ the operation of these 
programs, they will need to evaluate 
them. All of these activities, and others, 
grow out of the special problems of ad- 
ministration of the progressive dental unit 
in the department of public health. 


The shift from the point of view in 
which the individual patient is the center 
of professional consideration to the com- 
munity as the center of interest is not 
accomplished overnight. The technics 
and attitudes evolved during the develop- 
ment of a public health dentist are based 
on the same factors that have been 
learned by other professions and by per- 
sonnel of other fields of endeavor when 
they have dealt with the community 
rather than with individuals. 

Standards for professional proficiency 
and educational background for the per- 
sonnel on the staff provide an assurance 
that the health department will have an 
effective dental division, but the prob- 
lems of recruiting personnel are manifold 
and varied. It must be recognized that 
the stature of the profession is going to 
be judged by the stature of the people 
who meet the public. 

To the recruiting officer, the members 
of the dental profession appear to con- 
stitute one of the most militantly indi- 
vidualistic groups to be found anywhere. 
There are only a few dentists who are 
attracted by the fixed annual income 
found in public health and who are at- 
tracted by working for someone else. 
There are several other factors which 
complicate recruitment, but they hinge 
on one or the other of these two factors, 
or they are so individual that they do not 
fit any particular pattern. 

The Bureau of Economic Research and 
Statistics of the American Dental Asso- 
ciation has published periodically a com- 
pilation of information concerning the 
practice of dentistry in the United 
States.'” The information is presented ac- 
cording to the individual states and ac- 
cording to the geographic regions. A 
comparison of the average annual income 
for the dentists in a particular region 
with the annual income for the dentist in 


10. American Dental Association, Bureau of Economic 
Research and Statistics. Facts about states for the den- 
tist seeking a location. Chicago, American Denta! As- 
sociation, 1955. 
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public health in the same region reveals 
that the income for one is almost identi- 
cal with the income for the other." 

Dentists, as others, are reluctant to in- 
vest the necessary additional time in 
graduate school when the financial re- 
turn will be no more than average, and 
when the initiation of the income is de- 
layed by the period expended on the 
graduate work, usually a year or longer. 
Public health administrators and budget 
directors are beginning to recognize that 
in order to secure dental public health 
specialists they are going to have to pro- 
vide a commensurate specialist salary. 
The recognition of this situation has been 
slow in coming, but it is coming never- 
theless. An increase in the salaries for the 
positions in dental public health, or the 
rewriting of the specifications to secure 
the benefits of additional tangible salary, 
or both, will remove one of the major 
obstacles to recruiting excellent person- 
nel. To secure such recognition is a re- 
sponsibility of organized dentistry. 

The working-for-someone-else aspect 
of the practice of dental public health 
does make certain demands. It demands 
a willingness of personnel to accept di- 
rection and criticism, but it does not 
entail prostitution of professional rights 
and privileges. The shift of emphasis 
from the individual as a patient to the 
community as a patient, the basic differ- 
ence between private practice and the 
practice of dental public health, discloses 
a problem of tremendous magnitude. Its 
magnitude is such that it is humanly, as 
well as humanely, impossible for one per- 
son to meet every aspect of the problem 
singlehanded. It becomes apparent that 
the team approach is the logical method 
for attacking the dental health problem 
of the community. 

The team approach may be defined as 
work done by a number of associates 
who subordinate personal prominence to 
the efficiency of the whole. Hence the 
necessity for being willing to accept direc- 
tion determines the success or failure of 


programs of dental public health. 

The fixed annual income which has 
been established at an adequate level 
through the efforts of organized dentistry 
has the advantage of allowing the re- 
cipient to plan a budget for expenditures 
for the year. The annual income and ex- 
penditures of a private practitioner may 
fluctuate from year to year to such an 
extent that a budget is not nearly as prac- 
ticable, even in many instances is some- 
what meaningless and absurd. 

When the team approach and the fixed 
annual income are reviewed thoughtfully, 
and when these factors are coupled with 
the benefits of paid vacations, sick leave, 
and all of the other factors so common 
to civil service and merit systems, the 
problems of recruitment of personnel for 
the positions in dental public health be- 
gin to pale and fade away. 


FUNCTION AND RESPONSIBILITY 
OF DENTAL DIVISION 


E. G. McGavran,"™ dean of the School 
of Public Health of the University of 
North Carolina, suggests that a working 
definition of public health include those 
activities of a team of persons of the 
health service professions working to- 
gether as equals to diagnose and treat the 
health needs of the body politic. 

This definition says in essence that the 
job of public health is to diagnose a com- 
munity’s health needs and then to treat 
them. To progress a step further, the 
function and responsibility of the dental 
public health unit is to diagnose and treat 
the dental health needs of the com- 
munity. 

The dynamic nature of public health, 
coupled with the fact that it is account- 
able to the taxpayers, requires that there 
be a plan or program for every segment 


11. Dental health personne! salary ranges. Bul. Am. 
A. Pub. Health Den. 15:24 Aug. 1955. 

12. McGavran, E. G. What is public health. Fourth 
workshop on dental! public health, University of Michi- 
gan, Aprilf2-6, 1956. 
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of activity. The successive phases of plan- 
ning a program can be enumerated as 
follows: 

1. Determination of specific problems 
or needs. 

2. Delineation of long-term, inter- 
mediate and short-term objectives. 

3. Assessment of resources available or 
obtainable for the conduct of the pro- 
gram. 

4. Selection of the methods or ac- 
tivities to be used to gain the objectives. 

5. Continuous or periodic evaluation 
of achievement or progress toward the 
goals. 

6. Redirection of the program when 
indicated by shifts in circumstances. 

7. Evaluation of final results."* 

The tripartite division of the objec- 
tives (long-range, intermediate, and 
short-range) of the program is a logical 
progression from the general to the 
specific. The long-range objectives are 
those conditions to be attained in the 
ideal society and stated simply as the 
complete eradication of an undesirable 
entity from the experience of the com- 
munity. It is superfluous to point out that 
there can be no expectation of attaining 
the long-range objectives of a program 
promptly, despite the expenditure of 
every effort in that direction. The inter- 
mediate objectives are those included 
within the long-range which are attain- 
able within a known or predictable period 
of time, usually about 10 or 20 years. The 
short-range objectives are the specific ac- 
tivities to be completed in a specified 
period of time, usually the one or two 
year period of the organization. Methods 
for the attainment of the short-range ob- 
jectives may be included in the program 
as aids to evaluation. 

The functional areas of activity of the 
dental division may be divided into sev- 
eral overlapping segments. If the dental 
division is to be effective in the diagnosis 
and treatment of the oral health needs of 
the community, there first must be a 
recognition of the existence of a problem 


or need and then a determination of the 
extent of the problem. Upon the comple- 
tion of the collection and summarization 
of the essential information will depend 
the determination of the possible methods 
by which the oral health problem may be 
reduced or removed. The tools available 
to the public health dentist are dental 
health education, prevention, remedia- 
tion, evaluation and research. These tools 
may be used singly or in combination, as 
indicated, to attain the desired objectives 
of the dental division. 

The factors in the determination of an 
effective dental division which have been 
considered thus far are important, but 
their importance is overshadowed by the 
relationship which exists, or should exist, 
between the dental division and the den- 
tal profession. Only when the dental pro- 
fession provides the dental division with 
strong and constant support will the den- 
tal division be capable of functioning in 
an effective manner. The effective dental 
division is a resource for the dental pro- 
fession and for the community to utilize 
in the programs for the improvement of 
the oral health of the population and the 
enhancement of the prestige of the pro- 
fession. 

Modern dental public health arose as 
the direct result of the activities of dental 
practitioners and dental societies. After 
many disappointing experiences, the pro- 
fession recognized the need for facilities 
and personnel to assemble the informa- 
tion essential for the proper planning, 
initiation, and operation of dental activi- 
ties in the community. 

By utilizing the methods of statistical 
appraisal, the personnel of the dental 
division are able to estimate not only the 
magnitude and the distribution of oral 
disease, but gain a notion of the methods 
available to reduce or eliminate these con- 


13. University of Michigan, School of Public Health. 
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ditions. This statement is not to be in- 
terpreted to mean that the personnel in 
dental public health are in possession of 
some occult power which enables them 
to decipher the cabalistic signs and sym- 
bols so common to statistical procedures 
—it is intended merely to point out the 
importance of this, the newest, specialty 
within the dental profession. 

The dental division of the department 
of public health provides an excellent 
medium for disseminating to the com- 
munity factual information concerning 
good oral health. 

The combination of the dental society 
and the dental division represents a major 
segment of the health service professions 
in the community. The department of 
health is an official governmental agency 
and thus has a responsibility to the public. 
The dental society is a group of profes- 
sional people who are interested in all 
phases of health problems in the com- 
munity, but they are particularly inter- 
ested in the specialized areas of the oral 
problems of the people of the community. 
The dental society, like the dental division 
of the department of public health, ulti- 
mately is responsible to the people. 

The dental division serves as a resource 
for dental health educational material. 
The private practitioner may seek and 
secure assistance from the dental division 
in providing individual patients with 
up-to-date information concerning oral 
health. The dental division is a clearing- 
house for information and for learning 
methods for effective presentation of the 
information. Dental health education 
programs for the community often are 
beyond the purview of the private prac- 
titioner. When confronted with the 
problem of educating the community 
regarding the advantages of early and 
regular dental care, for instance, many 
dentists would be at a loss as to where 
to begin. It is the responsibility of the 
public health dentist to be acquainted 
with the resources of mass media within 
the community and to be capable of se- 


lecting those for the practitioner which 
will be most effective. 

The dental division provides services 
not available elsewhere, or those services 
which are prohibitively expensive when 
operated on an individual basis, but are 
well within the realm of reasonableness 
when operated on a community-wide 
basis for the dental profession by the 
dental division. An excellent example is 
the laboratory services for counts of 
acidogenic organisms in the saliva pro- 
vided by the dental division in several 
states. There are other areas in which 
the dental division can provide assistance 
to the profession, but it seems appropriate 
to consider what assistance the dental 
society can provide to the dental division. 

One of the primary factors to be con- 
sidered in the planning of any program 
for the improvement of the dental health 
of the community is the determination of 
the number and the distribution of the 
dental personnel who will be available 
to bring the program to a successful con- 
clusion. The dental society can provide 
the dental division with this up-to-date 
information. Such information is not 
available from any other reliable source. 
Other assistance which organized den- 
tistry should provide to the dental unit is 
in the attainment of proper administra- 
tive and budget recognition for the unit 
and to assist in the conduct and operation 
of surveys to determine the state of oral 
health in the local communities. 


BUDGET 


Every act performed for the promotion of 
public health involves an expenditure of 
money, whether it be for supplies, for transpor- 
tation, or for salaries of personnel. In fact, 
the very nature and extensiveness of the public 
health program are determined in the final 
analysis by the amount of funds available for 
its conduct.® 


There are three primary sources of 
funds for the operation of programs of 
dental public health. They are tax-sup- 
ported state and local agencies having an 
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interest in health, and federal agencies 
having similar interests. 

State and local appropriations for pro- 
grams of dental public health may be cat- 
egorical; that is, limited to one activity, 
or may be a part of general health funds. 
The position of the dental unit in the ad- 
ministrative hierarchy oftentimes deter- 
mines the ease or difficulty with which 
funds are obtained. 

The federal funds which have been 
used for dental programs have been, for 
the most part, derived from the general 
health grants given by the Public Health 
Service to the states and territories. The 
Children’s Bureau provides funds to the 
states through grants to programs for ma- 
ternal and child health and programs for 
services for crippled children.* 

The pattern established at the time of 
the enactment of the Social Security Act 
in 1935 whereby federal funds were made 
available to states for the operation of 
programs in dental public health is still 
followed in many states. Public health ad- 
ministrators and budget directors have 
not felt compelled to modify the budget- 
ary position of the dental division from 
one supported almost entirely by federal 
funds to one supported largely by state 
appropriations. Is it not logical to ask the 
reason for the continuation of this status 
quo? Could the answer lie in the nearly 
universal distribution of oral diseases and 
their lack of drama and popular appeal 
when compared with some of the other 
areas of activity of public health? Could 
it be that the dental profession has been 
lax in making clear to the public and to 
public health administrators the true im- 
portance of the oral diseases as related to 
health, and the methods available for the 
amelioration of these conditions or their 
complete eradication? Those units pri- 
marily supported by federal funds are in 
a precarious position indeed, for a major 
reduction in federal funds by the next 
Congress could cause the discontinuation 
of the oral health programs with little or 
no warning. 


It would be prudent for all persons and 
organizations interested in the continued 
progress of the program of dental public 
health to express their wishes in a manner 
which will bring about the desired change 
in budgetary position and support. Or- 
ganized dentistry at all levels—local, state; 
and national—has bemoaned the failure 
of the dental divisions to attain the de- 
sired budgetary position in the hierarchy 
of the health department, but in many 
instances that has been the extent of their 
efforts to correct the situation. All seg- 
ments of the dental profession should 
work together to demonstrate the impor- 
tance of a comprehensive oral health pro- 
gram oriented realistically to the needs of 
the population to be served. 

A dental division can be effective only 
when financial support for the program 
is from the taxpayers whom it serves. 

The relation which exists between the 
dental division of the state department of 
health, the United States Public Health 
Service, and the Children’s Bureau is one 
of mutual cooperation and assistance. 
Just as there are some procedures which 
are uneconomical or unfeasible for the 
private practitioner to provide for himself, 
there are certain procedures which are 
beyond the scope of activity of the dental 
division in the state department of health 
but are within the area of activity of these 
dental units of the federal services. The 
Public Health Service has dental consult- 
ants who are stationed in each of its re- 
gions, or in an adjacent region, who are 
available for consultation to the states on 
the receipt of a request for such services. 
The dental division of the state depart- 
ment of health provides information and 
cooperation to the regional consultant in 
all phases of the activity of dental public 
health. These facilities should be utilized 
by the practicing profession. 


SUMMARY 


In summary, then, the activities which 
now constitute dental public health are 
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not new—they have evolved during the 
past century and a quarter. 

The dental division is a functional unit 
within the administrative structure of the 
department of health. Organized dentistry 
has recommended that the dental pro- 
gram be one of the basic health services 
of the state department of health. 

The dental division has a three-fold re- 
sponsibility to discharge: a responsibility 
to the dental profession, a responsibility 
to the public health agency, and a respon- 
sibility to the population served. The 
areas of activity include those which af- 
ford an indication of the extent of the 
problems, a notion of the most useful 
method for the reduction of the problem, 
and a means for the determination of the 
effectiveness of the program. 

The scope and the extent of the program 
of the dental division will be directly pro- 


portional to the amount of funds which 
are made available for its operation. It is 
obvious that the most important factor in 
the determination of the effectiveness of 
the dental division of the department of 
public health is the relationship which 
exists between the dental division and the 
dental profession. Modern dental public 
health arose as the direct result of the 
activities of the members of the dental 
profession. The dental division of the 
state department of health is the result of 
the joining together of organized dentistry 
and official public health. It must not be 
forgotten that the cooperative support 
and assistance provided by these, the 
parent organizations, will determine the 
effectiveness of the*dental division in its 
efforts to improve the health of the com- 
munity by the improvement of the com- 
munity’s dental health. 


GRANTS-IN-AID IN FEDERAL-STATE 
DENTAL PUBLIC HEALTH PROGRAM RELATIONSHIPS 


Norman F. Gerrie, D.D.S., M.P.H., Washington, D. C. 


For the past 38 years federal grants-in-aid 
have been utilized for public health pur- 
poses by state and local units of govern- 
ment.! The historical development of the 
grant-in-aid principle as a means of pro- 
viding financial assistance to governments 
with limited financial resources has been 
considered in detail by many students of 
public health administration.'® 

A current list of identifiable health 
grants would include those for maternal 
and child health and crippled children’s 
services derived from Title V of the So- 
cial Security Act; the grants administered 
by the Public Health Service for the fol- 
lowing purposes: general health services; 
venereal disease control; tuberculosis con- 
trol; cancer control; mental health; hos- 
pital survey and construction; heart dis- 
ease control; poliomyelitis vaccine dis- 


tribution, and the basic support grants 
of the Office of Vocational Rehabilita- 
tion. 

It is generally acknowledged that the 
grants-in-aid have been highly effective 
in stimulating the state and local govern- 


Assistant chief dental officer, U. S. Public Health 
Service. 
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ments to establish new health programs, 
to expand and improve existing pro- 
grams, to raise standards and to secure 
and train more competent personnel.* 
The incentives afforded by joint effort 
toward those objectives has resulted in an 
effective working partnership of federal, 
state, and local health governments.* To 
secure grant funds, the health agency is 
required to spend its own funds for the 
same objectives as those supported by the 
grant fund. The ratio of these matching 
funds to grant funds is usually one dollar 
from state or local sources to two dollars 
from federal sources. 

Under existing grant authority the 
state agency may determine, subject to 
approval by the federal agency con- 
cerned, whether grant funds will be used 
to support state administered services or 
whether they will be used for locally ad- 
ministered services.* State practice in this 
respect varies, dependent on whether the 
state provides a large degree of direct 
health services or furnishes financial as- 
sistance to the local health agencies for 
health purposes. In either case, the re- 
distribution of grant funds by the state is 
modified by the ability of the local area 
to share the cost; the poorer communities 
receive relatively more aid in accordance 
with the basic objective of grants-in-aid. 

In the allocation of grant-in-aid funds, 
in most instances, the law establishing 
the grant incorporates, in general terms, 
the method of apportionment. These 
terms, described as the “allocation pro- 
cedure,” apply to all forms of grants. A 
brief description of the project and 
variable allocation types of grants may 
serve to illustrate the most commonly 
used methods of distributing grant funds. 


PROJECT GRANT ALLOCATION 


To qualify for these grant funds, the state 
or community must submit a plan for the 
proposed project. This method of alloca- 
tion is highly effective in the development 
of basic research and construction of 


physical facilities. The project grant 
places emphasis on initiative in develop- 
ing projects and aids most the health 
agency which is willing and able to spend 
its own funds. The Hospital Survey and 
Construction Act of 1946, as Amended 
(Hill-Burton Act), provides an excellent 
example of the incentive afforded by 
project grants in the construction of hos- 
pital and other medical facilities. 

The states were enabled through Hill- 
Burton grant funds to make surveys of 
their existing health facilities, and to de- 
velop comprehensive state-wide plans 
which designated areas and localities in 
need of particular kinds of facilities, as- 
signing a priority to each. Applications 
for project grant funds were then invited 
from eligible sponsoring groups, organiza- 
tions and agencies. 

Each facility was built and equipped 
by a sponsor which paid from one third 
to two thirds of ‘the cost, depending on 
the financial status of the state in which 
the project was located. The finished 
facility, while fulfilling the needs of the 
community in which-it was located, at 
the same time made its contribution to- 
ward satisfying the over-all health facility 
requirements of the regional and state 
plan. 

In the nine years during which this 
grant program has been in operation, 
2,000 medical facilities of various types 
have been constructed. Total cost of these 
projects was $1,505,000,000, of which the 
sponsors paid $990,000,000, the federal 
share being $515,000,000. No monetary 
value can be estimated for the health 
benefits received by the populations 
served by these projects. 


VARIABLE ALLOCATION 


Wide differences exist in the states in the 
service requirements of programs and in 


6. Mountin, Joseph W., and Flook, Evelyn. Guide to 
health organization in the United States 1951. Public 
Health Service Publication 196. Washington, D. C., 
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their ability to provide funds for even a 
minimum program. To meet this need, 
a variable allocation formula is required 
in order to compensate for these differ- 
ences between states. The yardstick em- 
ployed in the formula considers several 
factors which measure service require- 
ments and fiscal capacity. 

Population is used as an index of serv- 
ice requirements, and, when the benefits 
of the grant program reach every one, 
the total population is used. Under other 
circumstances, the population factor is 
restricted to those groups who would 
benefit from the grant.' Another factor 
involved in determining service require- 
ments is the magnitude or intensity of the 
problem in the individual state. 

Inclusion in the formula of measure- 
ments of the financial need and _ fiscal 
capacity of the agency receiving the grant 
also presents difficulties. The grant 
formula endeavors to distribute the funds 
so that a poor area is required to spend 
less of its own funds in order to receive 
relatively more grant funds. Per capita 
income is considered to be the best 
measurement of the relative ability of the 
states to pay for health services.’ 

A typical example of a grant program 
using a variable allocation formula of 
population, per capita income and ex- 
tent of problem is the venereal disease 
control program. This is the oldest grant 
program, having been initiated in 1918. 

Allotments of venereal disease control 
grant funds are made to the states ac- 
cording to a formula which provides that 
from 20 to 40 per cent of allotment shall 
be on the. basis of population, weighted 
by financial need; and from 60 to 80 per 
cent on the basis of extent of the prob- 
lem. 

These funds have aided the state and 
local health departments to develop 
clinics for the treatment of venereal dis- 
ease patients throughout the country. The 
number of such cooperative clinics rose 
from 656 in 1935 to 3,324 in 1946. Dur- 
ing the last war the state and local health 


departments, by tracing and treating Se- 
lective Service registrants reported as in- 
fected, made many thousands available 
for military service. At the same time, 
rapid treatment centers were established 
with grant funds in 38 states for treat- 
ment of early syphilis. The new, rapid 
methods employed in these centers have 
reduced the treatment period for this dis- 
ease from 18 months to two weeks, and 
for gonorrhea to a single visit. An im- 
portant effect of this reduction in treat- 
ment time has been the decrease in the 
number of venereal disease treatment 
centers to 2,113 as of 1955. 


GRANTS-IN-AID AND STATE 
AND LOCAL HEALTH SERVICES 


Although it is sometimes difficult to as- 
sign credit appropriately, the following 
constructive developments occurred dur- 
ing the ten year period subsequent to the 
real beginning of grants-in-aid to states in 
1936, the year in which the Social Se- 
curity Act was passed: 


1. Per capita state appropriations for 
health purposes increased for all states, 
rising from an average of 10% cents to 
26 cents. Total annual appropriations by 
states increased from $13,258,000 to 
$33,560,000. Meanwhile the amount of 
federal grants paid to states rose from 
about 734 million dollars to 11 million 
dollars annually. This would indicate 
that federal grants-in-aid, instead of re- 
tarding, stimulate the financial participa- 
tion of state governments in health 
activities. The increased funds from both 
sources have been used to support the 
state health department structure and 
the activities conducted by state per- 
sonnel. In addition, they provided finan- 
cial assistance to local health units, labo- 
ratories, and special health projects 
operated by counties, cities, and other 
political subdivisions. During the ten year 
period, local appropriations for health 
purposes increased from 222 to 59 mil- 
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lion dollars. The estimated expenditures 
from all sources by state health depart- 
ments for dental activities underwent a 
concurrent rise from $37,000 in 1930 
to $708,000 in 1946. 

2. In the period 1940 to 1946, full- 
time personnel employed by state health 
departments increased from 10,128 to 
12,414, an increase of 23 per cent. The 
number of full-time dentists, on the other 
hand, fell from 124 to 79, probably as the 
result of war-related handicaps in obtain- 
ing personnel. However, although the 
number of dentists decreased by one 
third, the funds expended for dental 
public health purposes increased almost 
twentyfold over expenditures in 1930. 
One possible explanation for this seem- 
ing inconsistency might be the growth 
during this period of local dental public 
health programs which absorbed funds 
from state and local sources without re- 
quiring additional state personnel. 

3. There were only 18 state health 
departments with identifiable dental 
projects in 1935. Despite the prevalent 
shortage of dental personnel, the number 
increased to 35 by 1940 and to 39 by 
1946. (At the present time all states but 
one, Arizona, have provision for state 
dental public health programs.) These 
state programs conducted educational ac- 
tivities, promoted and organized local 
dental programs, and provided dental 
consultation service to local health de- 
partments as well as to private dentists, 
dental hygienists, physicians, nurses, and 
others. Many states conducted surveys of 
selected population groups to determine 
the influence of certain factors on dental 
health. In a few instances, by financial 
assistance or by furnishing personnel, 
they provided special dental services to 
limited groups in the population. 


GRANT-IN-AID ADMINISTRATION 
AND FEDERAL CONSULTATION 


The legislative action creating a grant-in- 
aid, by the fact that conditions essential 


to its administration are embodied in the 
Act, sets forth the basis for administrative 
relationships between the governmental 
agencies involved. The consultant rela- 
tionships resulting from this administra- 
tive requirement are concerned chiefly 
with plans, field services, and records and 
reports. These items constitute the basis 
for the establishment and conduct of the 
consultant services developed by the 
federal government for administering 
grants-in-aid. 

The legislative provision requiring re- 
view of plans by the granting agency has 
some obvious advantages. One of these is 
the assurance of some degree of uni- 
formity in program operation. Again, the 
quality of service is improved by the op- 
portunity to exchange ideas and benefit 
from a broad range of experience and 
understanding. 

Field services offer an opportunity for 
stimulation and encouragement on a col- 
laborative basis in dealing with problem 
areas in the dental program. 

The records and reports required by 
the granting agency offer an excellent 
means for joint consideration of the 
effectiveness of the program conducted 
by the recipient of the grant. In this re- 
gard, recent developments in dental pro- 
gram analysis indicate that the process of 
program evaluation is almost inseparable 
from program planning, once a program 
is under way. The basic document re- 
quired of the states by the Public Health 
Service is termed the “State Public 
Health Plan” ; however, a more objective, 
but unofficial, type of record for setting 
forth the state dental program plan has 
been developed during recent years.* 
This plan record, although not required, 
has the advantage of incorporating pro- 
cedures for program evaluation and is in 
use in many of the states. 
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ROLE OF FEDERAL 
DENTAL CONSULTANTS 


Consequent to the utilization of federal 
grant-in-aid funds in state dental pro- 
grams, the federal government provides 
technical and consultant dental personnel 
to carry out its function in the adminis- 
tration of the grant funds. 

The principal structure through which 
these responsibilities are conducted at 
the federal level is composed of the dental 
advisory services of the Children’s 
Bureau, and the Bureau of State Services 
and its Division of Dental Public Health, 
where dental public health activities are 
centralized within the Public Health 
Service. Regional offices constitute ex- 
tensions of the Bureau which maintain 
intimate functional relations with the 
states. Consultant dental personnel, under 
the technical supervision of the Division 
of Dental Public Health, staff the regional 
offices and maintain working relations 
with their counterparts in the state health 
departments. 

These consultant personnel are re- 
sponsible for the conduct of functions 
related to the administration of grant 
funds of the Public Health Service. In 
addition, they act as technical consultants 
to the nondental regional representatives 
of the Children’s Bureau. They serve also 
as consultants at the regional level to the 
construction grant program of the Di- 
vision of Hospital and Medical Facili- 
ties of the Bureau of Medical Services, 
Public Health Service, and to other 
regional consultant personnel. 

Unrelated to grant administration 
functions, but carried out as a function 
derived from basic Public Health Service 
legislation,® the regional dental con- 
sultants, both independently and in co- 
operation with state and local dental 
program personnel, conduct investiga- 
tions of the extent and nature of general 
and specific dental problems. They de- 
termine resources available for dental 
public health application and encourage 


their use in combatting the dental health 
problem; and cooperate with state and 
local health, education, and other activi- 
ties in the conduct of projects in dental 
public health. 


NONDENTAL GRANT-IN-AID FUNDS 
AND DENTAL PROGRAMS 


There are a wide variety of federal 
grants-in-aid for health purposes. Al- 
though none of these grants provide 
specifically for dental activities, the ob- 
jectives of several are sufficiently broad 
to permit use of their funds for dental 
programs in the states. 

Under provisions of the maternal and 
child health grants-in-aid, a large num- 
ber of state dental public health programs 
have been established since 1935. At the 
present time, 41*state dental programs 
utilize these funds, amounting to approxi- 
mately $800,000 annually, for administra- 
tion and operation. 

Cancer control grant funds allotted to 
state health departments are used to con- 
duct institutes and seminars on oral can- 
cer for practicing dentists, and to produce 
and distribute literature on oral cancer. 

The Assistance to States General 
grants-in-aid of the Public Health Serv- 
ice is used to the extent of about 
$100,000 annually for basic services in 
seven state dental programs. 

The total expenditure for state dental 
programs budgeted for the 1954-5 fiscal 
year was $2,133,443. Of this amount, ap- 
proximately 42 per cent came from 
grant-in-aid programs administered by 
the Public Health Service and the Chil- 
dren’s Bureau. 


INADEQUACIES OF NONDENTAL 
GRANTS-IN-AID 


Because of the lack of earmarked federal 


grant funds, state dental programs have 
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had to rely mainly on other federal cate- 
gorical grants with dental-related aspects 
for funds to supplement the fiscal support 
of state appropriations. Although, in 
some states, there is an earmarked state 
appropriation for the dental program, 
state appropriations for general health 
purposes create a situation in which the 
dental program must compete on un- 
favorable terms with other health activi- 
ties for a share of limited state health 
funds. 

Frequently the noncategorical general 
assistance grant funds are exhausted by 
the basic administrative and program re- 
quirements of the state health depart- 
ment, leaving little or none for those cate- 
gorical health programs which possess 
no specific grant funds. This inadequacy 
in financial support results in serious re- 
striction in the scope and emphasis of 
state dental program activities. The 
skeletal staffs which exist in many state 
dental programs are unable to devote 
more than lip service to the dental aspects 
of chronic illness, dental problems of the 
aging, topical fluoride programs and the 
promotion of fluoridation. Also, technical 
competence at the state level should be 
available to aid communities in the de- 
velopment of local dental programs. 
With few exceptions, understaffed state 
dental programs are unable to provide 
this assistance. Furthermore, state pro- 
grams to a large extent are not able to 
make essential, basic, comprehensive 
studies of the nature and extent of their 
dental health problems, from which to 
develop methods for the prevention and 
control of dental diseases. 

Exceptions to the foregoing do exist in 
such states as Tennessee and Michigan, 
where sizable appropriations of. state 
funds augment funds available from 
grant sources. In these states the range 
and extent of dental public health activi- 
ties have been substantially increased by 
the addition of dental personnel to the 
state staff. 

All-in-all, the lack of adequate funds 


is a major deterrent to development of 
state dental programs. The small fraction 
of total health funds available from cur- 
rent sources for dental public health pro- 
grams clearly indicates the potential value 
of a categorical dental grant in stimulat- 
ing growth of dental activities at the state 
and community levels. 


USE OF CATEGORICAL DENTAL 
GRANTS-IN-AID 


It is expected that a special grant-in-aid 
appropriation for dental health purposes 
would be used by the states to support 
and strengthen such basic dental public 
health services as: 

1. Training of dental division staff 
members and private dentists who par- 
ticipate in the dental public health pro- 
gram. 

2. Health education programs and 
studies of methods to make more effective 
the interpretation of the benefits of good 
dental health to the public. 

3. Establishment and maintenance of 
community dental service clinics. 

4. Promotional programs designed to 
interest communities in the application 
of effective methods and procedures for 
the control of dental diseases. 

5. Addition of personnel for the con- 
duct of topical fluoride programs in rural 
areas. 

6. Provision of expert consultation 
and guidance to local dental programs 
in utilizing effective technical and ad- 
ministrative procedures. 

7. Specific research studies such as 
those directed toward investigation of 
epidemiological characteristics of dental 
disease or in administrative research di- 
rected toward the solution of operational 
problems. 

8. In-service training for state or local 
personnel. 

9. Utilization of undergraduate den- 
tal students in program operations as a 
recruitment device, to expand their in- 
terest in dental public health work, and 
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increase the number of dental public 
health workers. 

10. Technical guidance and assistance 
to teacher training schools in strengthen- 
ing dental phases of health teaching. 

More extensive utilization of grant-in- 
aid funds for dental program purposes 
would permit the addition of dentists and 
other professional persons to the staffs of 
state and local health departments to 
meet the demand for services where such 
demand already exists, or to stimulate 
interest in dental activities where none 
exists: At the present time, no other 
means for providing adequate, essential 
community support seems available. 


SUMMARY 


The federal grant-in-aid system is a 
method devised for the purpose of 
equalizing, between the poorer and the 
more wealthy states, the burden of finan- 
cial support for state and local govern- 
mental health services. This procedure 
provides proportionately more assistance 
to the poorer states where fiscal resources 
are inadequate. In so doing, the grants 
system has been effective in stimulating 
the establishment of new health pro- 
grams, expansion and improvement of 
existing programs, raising standards of 
operation, and in securing and training 
competent personnel. 

Funds are allotted to the states in the 
form of grants, and are then reallotted 
to local health agencies or expended in 
direct state services. Matching funds 
from state and local sources are required 
to obtain grant funds. 

The granting agency influences the 
grant program by requiring that the 
grant recipient adopt certain minimum 
standards for program administration 
and operation and spend the funds for 
the purposes for which they were ap- 
propriated. In the functioning of federal- 
state relationships derived from the 
administration of grant-in-aid funds, 


considerations focus on plans, field serv- 
ices, and records and reports. The 
performance of these administrative func- 
tions by the federal government consti- 
tutes the basis for the establishment and 
conduct of consultant services to states. 
Regional dental consultants and their 
staffs fulfill this responsibility in the 
regional office of the Public Health Serv- 
ice, affording opportunities for working 
relationships with state and local dental 
personnel in joint consideration of dental 
public health programs. Because of this 
administratively derived relationship, the 
conduct of dental public health programs 
becomes a working partnership of the 
three units of governmental health serv- 
ice. 

State and local dental public health 
programs are dependent for financial 
support, from other than state and local 
sources, on several nondental grants-in- 
aid. Justification for obtaining funds from 
these grant sources is based on the dental 
aspects of the health problem for which 
the grant was appropriated. The inade- 
quacy of funds from these sources is evi- 
dent, and points to the need for increased 
dental program funds from grant sources. 

There are many constructive purposes 
to which additional grant funds could be 
devoted. 

From the foregoing observations it 
should be apparent that grant-in-aid 
funds are an essential factor in providing 
financial assistance to states for the pur- 
pose of stimulating the establishment and 
conduct of public health programs, and 
for stimulating increased state and local 
appropriations for health purposes. Al- 
though dental public health programs 
have shared in this process, and have 
undergone a degree of development and 
expansion since the general application 
of the grant principle was initiated in 
1935, there is considerable room for 
additional progress and improvement in 
this area of federal, state, and local rela- 
tionships. 
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DENTAL HEALTH CARE IN PUBLIC ASSISTANCE PROGRAMS 
Pearl Bierman, M.A., Chicago 


Public welfare departments appear to 
have a number of problems and ques- 
tions arising in the administration of the 
dental care aspects of their health service 
programs. It might be helpful to give a 
little background before discussing the 
dental care problems specifically. 


GOVERN MENTAL RESPONSIBILITY 


Government's responsibility to assure the 
availability of personal health services to 
needy persons is now generally accepted 
in principle, if not always in practice. 
The Inter-Association Committee on 
Health, representing the American Den- 
tal, Hospital, Medical, Nursing, Public 
Health and Public Welfare Associations, 
has supported this principle in at least 
two official statements. The Joint Com- 
mittee on Medical Care, representing the 
American Public Health Association and 
the American Public Welfare: Associa- 
tion, has likewise stated that government 
should translate this important respon- 
sibility into programs of personal health 
services for needy individuals and fami- 
lies. Most recently the Joint Conference 
Committee on Medical Care for the In- 
digent, representing five of the national 
organizations concerned with this prob- 
lem, including the American Dental Asso- 
ciation, developed a statement of prin- 
ciples entitled “Tax-Supported Personal 
Health Services for the Needy” which 
again sets forth this responsibility of 
government. 

For the American Public Welfare As- 
sociation, this is nothing new. Since the 
Association’s early years, :ts board of di- 
rectors and membership have recognized 
that essential personal health services, in- 
cluding dental care, are a basic require- 
ment for needy persons, and that it is the 
responsibility of public welfare depart- 
ments to determine that such services are 


available to their clients. If the com- 
munity, through other services and facili- 
ties, does not provide these, then the 
Association has always held that public 
assistance funds may appropriately be 
used to enable the recipient to purchase 
or have purchased for him such essential 
services. Public assistance agencies, in 
carrying out this responsibility, have a 
concern that the health services they 
authorize and pay for shall to the fullest 
extent possible meet acceptable profes- 
sional standards. The quality of service 
available to needy persons will depend, of 
course, on the quality of care that pre- 
vails in the community for the general 
population. 


WHO ARE THE NEEDY? 


Perhaps the public assistance programs 
should be reviewed to determine who the 
needy are, and what kind of people these 
are who require physicians’ services, den- 
tists’ services, hospital care, and the many 
other components of a program of per- 
sonal health services. 

A large number are the persons who 
are helped through the program in which 
the federal, state, and sometimes local 
governments cooperate in the planning 
and financing. These are the recipients 
of aid to the blind, aid to dependent chil- 
dren, aid to the permanently and totally 
disabled, and old age assistance. The 
names of these programs may be slightly 
different in different states, but most 
states now provide for these four cate- 
gories, although a few still do not have a 
program of aid to the permanently and 
totally disabled. 

In addition, there is the “catch-all” 
program known as “general assistance.” 
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This is financed in a variety of ways— 
sometimes by state funds alone, some- 
times by local funds alone, and sometimes 
by a combination of the two. The federal 
government, however, does not partici- 
pate in this program and has no authority 
with respect to it. People receiving as- 
sistance under this program are the ones 
who do not qualify technically, although 
they may be equally needy, for the cate- 
gorical programs previously mentioned. 

Finally, there is assistance to the 
medically indigent which in some states 
is so designated officially, but in others, 
if carried on at all, is merely an extension 
of the general assistance program. 


HEALTH PROBLEMS 
AND FINANCIAL DEPENDENCY 


Many persons are forced to turn to the 
assistance agency primarily because of 
their health problems and their need for 
care. Twenty years ago, in the depths of 
the depression, most recipients of assist- 
ance were employable. Currently, persons 
benefiting from the assistance programs 
are likely to be unemployable and to have 
unusually heavy medical needs. For ex- 
ample, of the two and one-half million 
recipients of old age assistance, about 
one-half million are bedridden or require 
a substantial amount of care from others 
because of some physical or mental im- 
pairment. In addition, a high proportion 
of the other two million recipients of old 
age assistance, although able to care for 
their own daily needs, nevertheless have 
health problems which require medical 
care. The average age of old age assist- 
ance recipients is 75. If long-term illness 
strikes, as it so often does in this age 
group, it almost inevitably requires ex- 
pensive institutional care or special ar- 
rangements in the home. 

Almost a quarter of a million persons 
are receiving aid to the permanently and 
totally disabled and, obviously, are in 
need of some sort of medical care. 

Of the 100,000 persons receiving aid to 


the blind, many are in the older age 
group and have the same kind of health 
problems as old age assistance recipients, 
as well as being in need, in many instances, 
of highly specialized eye treatment. Al- 
most one-half million persons are receiv- 
ing aid to dependent children because of 
need resulting from the physical or men- 
tal incapacity of a parent. In the general 
assistance program, many states require 
that persons have some illness or disability 
which makes them unemployable before 
they can become eligible for this form of 
help. 


FINANCING HEALTH SERVICES 
FOR THE NEEDY 


Because of the characteristics of the 
groups described, and because of increas- 
ing recognition on the part of public wel- 
fare administrators of the importance of 
health services, there have been increases 
in both the volume and cost of health 
services in the public assistance programs. 
This has been true despite the fact that 
the laws creating public assistance pro- 
grams frequently are so worded that they 
indicate the administrative agency has a 
primary responsibility for maintenance 
needs—food, shelter, and clothing. Too 
often medical care is not mentioned 
specifically in the state laws or appropria- 
tions relating to public assistance. For 
these reasons the public welfare adminis- 
trator is caught between his responsibility 
for meeting the maintenance needs of re- 
cipients and providing an adequate re- 
imbursement to the sources of health 
services. 

Administration of public assistance 
programs in many of the states has long 
been hampered by inadequate appropria- 
tions. This has affected size and quality 
of staff, average grants to individuals, 
and the. amount of health services 
financed through public assistance funds. 
In addition to the limited state appropria- 
tions for public assistance in some places, 
federal financial participation in the four 
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categorical assistance programs is limited 
by maximums established in the federal 
law. These maximums in the matching 
formula are particularly troublesome 
when applied in instances where medical 
care is required. It is for this reason that 
the American Public Welfare Associa- 
tion—and, I understand, the American 
Dental Association—has supported the 
Reed-Cooper bills in the House of Repre- 
sentatives and the Martin bill in the 
Senate, which require the federal gov- 
ernment to match 50 per cent of the 
amounts spent by the states for health 
care through vendor payments, up to $6 
a month times the number of adult re- 
cipients and $3 a month times the child 
recipients. The APWA does not believe 
this amount of money is enough to pro- 
vide all essential health services, but it 
would certainly be an improvement over 
the present federal matching limitations. 
The APWA believes, too, that it would 
encourage some of the laggard states to 
do a much better job than they have 
heretofore. 

To illustrate the terrific variations in 
expenditures by the states for health care 
of persons receiving categorical assistance, 
some figures are listed. These figures were 
compiled by the Department of Health, 
Education, and Welfare for the year 
1953. Although these figures are not cur- 
rent, the indications are that there has 
been little change since that time, and 
that current costs are not too much 
greater. The estimated average annual 
expenditure for medical care per re- 
cipient in the states paying for medical 
care breaks down as follows: 


Less than $12 per year—10 states 

$12 to $24—10 states 

$24 to $48— 9 states 

$48 to $72— 6 states 

($72 is the point at which the proposed 
federal maximum on medical care 
matching would be. As can be seen from 
these figures, there are 35 states not now 
spending even this much.) 
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$ 72 to$ 96—3 states 
$ 96 to $120—4 states 
$120 to $168—3 states 


This listing excludes the states of 
Washington and Maryland where, in the 
year 1953, public assistance recipients 
undoubtedly received comprehensive per- 
sonal health services through public medi- 
cal programs administered by the public 
health department. These figures also ex- 
clude six other states which in that year 
made no payments for medical care 
through their public assistance programs 
and were dependent on other resources in 
the state and the locality. 

These variations may be illustrated 
further by the fact that the American 
Public Welfare Association, in a study 
also made in 1953, found that there were 
only 15 states where the use of state 
public assistance funds for the provision 
of health services for recipients was not 
limited by a maximum of total monthly 
assistance or by an inadequately defined 
state-wide standard of essential health 
services. 


DENTAL SERVICES 


As mentioned at the beginning of this 
article, the provision of dental care is 
not handled too well in public welfare 
programs, at least not as well as the Amer- 
ican Public Welfare Association thinks it 
should be handled. This is not necessarily 
the administrator’s fault. A few of the 
areas may be reviewed, and it may be 
seen perhaps, that the dental profession 
bears a share of responsibility for this. 
Professional advice is not obtained and 
used as it should be. No public welfare 
administrator, particularly in the field of 
health services, can operate in a vacuum. 
He needs appropriate professional ad- 
vice, not only to help him develop the 
content of the program and administer 
it, but for purposes of interpretation and 
public relations. In the 1953 APWA 
study, however, when the use of health 
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advisory committees by the state welfare 
department was reviewed, it was found 
that these were not in general use. At 
that time only 15 states had functioning 
advisory committees. These were of 
various types, such as general committees 
with representation from many fields, 
committees on physicians’ services, com- 
mittees on dentists’ services, hospital care 
committees, and so on. It was found that 
there was a definite tendency in the 
states to secure advice most frequently 
from organized medicine, as demon- 
strated by the fact that a committee of 
physicians was reported by 13 states, but 
only 7 states had committees of dentists. 

Undoubtedly many of the other ad- 
ministrators had informal working re!a- 
tionships with executive secretaries of 
medical and dental societies, or perhaps 
even with his own dentist, when a knotty 
problem arose in the office. But this hit 
or miss kind of arrangement is not going 
to insure that the dental program in the 
public assistance agency is properly de- 
veloped, staffed, and administered, or 
that the clients for whom the agency has 
responsibility are receiving, within the 
legal and financial limitations of the pro- 
gram, the most essential dental services. 
It should be considered though, whether, 
in some of the communities, the dental 
group is ready to give the time, on a volun- 
tary basis, that would help the local or 
state administrator to do the kind of job 
he should be doing. Maybe he has not 
asked the dental societies for help, but 
has it ever been offered to him? 

Workers in public welfare do not do 
too well in deciding what is essential in 
dental care. They go from one extreme 
to the other. In the 1953 study, only 28 
states reported that state funds were 
available for dentists’ services to public 
assistance recipients. This is out of a total 
of 48 states, the District of Columbia, 
Alaska, Hawaii, Puerto Rico, and the 
Virgin Islands—53 jurisdictions in all. 
Just slightly more than half could give 
any assurance to the recipient of public 


assistance, then, that no matter where 
he lived in the state he would get essential 
dental care. But even within this group, 
only 14 of the states reported that they 
set standards of quality, quantity, or cost 
for dental health service items provided 
from public assistance funds. This means 
that, in general, the decision as to what 
kind of dental care would be financed and 
who might be paid for it was left to the 
localities. It is certainly true that in meet- 
ing the requirements of needy people the 
administration should be as close as pos- 
sible to the individuals; however, great 
variations have been found in the past 
between the many localities in the state 
when there is no leadership from a state 
agency and no encouragement to develop 
good standards. 

It should be mentioned here, however, 
that the listing of priorities in dental 
services for children and adults, de- 
veloped by the American Dental Associa- 
tion, has been of inestimable value to 
those public welfare departments that 
have sought a sound basis for deciding 
what services they should provide when 
their funds do not permit them to give all 
dental care that might be needed by the 
individual recipient. This classification of 
priorities has been a real contribution to 
the improvement of dental care programs 
for needy persons. A number of manuals 
or handbooks of policy developed by 
public welfare departments cite these 
priorities, giving credit to the American 
Dental Association. 

Finally, public welfare workers often 
are not fully aware of the relationship of 
dental health to total health. Here, not 
only is the public welfare administrator 
responsible, but in addition, the dental 
and medical professions have perhaps not 
made this as clear as they might. The 
dentists may tell each other about this, 
but when they provide advisory service 
to the public welfare administrator, do 
they talk about this, or do they talk about 
the fees for dentures, for roentgenograms, 
for prophylaxis? 
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EXAMPLES OF PUBLIC WELFARE 
DENTAL HEALTH PROGRAMS 


There is not enough space to give many 
examples of ways in which public welfare 
departments meet the dental needs of 
their clients. Frankly, there are not too 
many that can be cited as good examples, 
but here are a few. 

In Rhode Island, the State Department 
of Social Welfare says that it cannot hope 
to pay for the correction of every dental 
defect or to provide luxury dental ap- 
pliances for services. It wants to give 
minimum adequate dental care, however, 
and it follows the A.D.A. priority classifi- 
cation as a general guide. This Depart- 
ment has its health services program ad- 
ministrated by a medical director, who is 
assisted on a part-time basis by a dentist 
as well as other professional staff. There 
does not appear to be undue restriction 
of dental care, yet the amount expended 
and the number served are somewhat 
small. For example, only 5.5 per cent of 
the total expenditure for health services 
for public assistance recipients goes for 
dental care. Within each of the cate- 
gories, the following percentages of re- 
cipients received dental care during one 
year: In old age assistance, 4.6 per cent; 
in aid to the disabled, 11.5 per cent; in 
aid to dependent children, 9.6 per cent; 
and in aid to the blind, 9.9 per cent. An 
over-all average of 7.8 per cent received 
dental services during the fiscal year 
1954-1955. Similarly, expenditures per 
eligible recipient (not per person receiv- 
ing dental service) averaged $2.30 per 
year in the old age assistance group, 
$7.51 per year in the aid to the disabled 
group, $3.18 per year in the aid to de- 
pendent children group, and $5.11 per 
year in the aid to the blind group, or an 
over-all average of $3.13 per year per re- 
cipient of assistance during the year. 

In the State of Washington, where a 
year ago the administration of the health 
care program was transferred from the 
State Department of Health to the State 


Department of Public Assistance, the 
Washington State Dental Service Corpo- 
ration cooperates with the state agency 
in administering the dental health care 
program. 

This state has a pattern of working in 
this way with the professional groups and 
has found it to be generally satisfactory. 
Central records on dental treatment are 
maintained by the Dental Service Corpo- 
ration, and after the completion of work, 
a random sample of 5 per cent of the 
patients is checked to determine the 
quality of treatment given. This program 
is relatively new, so valid figures cannot 
be cited on the incidence of care and the 
cost. In the preceding biennium, how- 
ever, dental costs constituted 3.4 per cent 
of total health expenditures, which is con- 
siderably less than that in Rhode Island. 
At that time there was not a statewide 
system, so that some counties provided 
almost complete dental care for children 
and older persons, including expensive 
prosthetic appliances, while other counties 
did not even provide adequate dental 
care for children. This question of den- 
tures is always a knotty one for the 
public welfare administrator to solve. If 
he provides them for all the individuals 
who are edentulous, his funds will be ex- 
hausted before other services, much more 
essential, are given. 


CONCLUSION 


In summary, then, personal health serv- 
ices, including dental care, are recognized 
as essential components of even a mini- 
mum standard of living and, hence, are 
basic necessities for assistance recipients. 
Government responsibility for providing 
the unmet health service requirements of 
the needy has been accepted in principle. 
How this is done depends at any given 
time and at any given place on govern- 
mental structure and laws relating to as- 
sistance and health services, on the de- 
velopment and interest of public and 
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programs, and on traditional patterns of 
locality or state. There can be no one 
method applied over the nation. 

In practice, however, acceptance of 
governmental responsibility does not al- 
ways mean that the health requirements 
of the needy are met. This may be be- 
cause of insufficient financing, lack of 
preventive health services, overlooking 
the need for good quality of care and a 
comprehensive scope of services, lack of 
leadership from the state level, and lack 
of qualified personnel in medical adminis- 
trative posts. 

Community agencies and professional 
groups alike must take steps to organize 
health services in ways that will bring 
improvement in quality, more effective 
coordination of services provided by 
public and private agencies, and recogni- 
tion that problems of health services for 
the needy and the medically needy cannot 
be solved apart from the problem of 
health services for the whole population. 


Finally, the public welfare administra- 
tor does not make the laws and does not 
make the final decision on the amount of 
the appropriation for his public assistance 
programs. He may propose both the laws 
and the appropriation, but the legislature 
or other appropriating body disposes— 
all too frequently disposing of his recom- 
mendations. The welfare administrator 
must make ends meet. Perhaps his de- 
cisions are not always what is desired. 
Perhaps, in defending them, he does what 
is so often done when a person is placed 
in a defensive position—he criticizes the 
other fellow. If both the public welfare 
administrator and the professional groups 
can realize that this is a mutual problem, 
and that it can only be worked out by 
joint understanding and joint efforts, 
then not only the welfare agency and 
professions will benefit but the recipient, 
the person in need of health care, will be 
more likely to receive what he needs when 
he needs it. 


RELATION OF STATE LAWS 
TO DENTAL HEALTH SERVICE CORPORATIONS 


Bernard ]. Conway, LL.B., Chicago 


Every corporation is a creature of statu- 
tory law; the right to incorporate in this 
country must proceed from a statutory 
right. One type of corporation with a dis- 
tinctive purpose is of particular interest 
to the dental profession—a corporation 
to act as an intermediary between dentists 
and groups of patients to arrange for the 
furnishing of personal dental health care 
to the groups by the dentists. 


HEALTH SERVICE CORPORATIONS 
IN GENERAL 


The medical profession has had a long 
experience in the development of medical 


service plans. Today, the Blue Shield type 
of medical care plan is looked on as the 
leader in its field. The Blue Shield plan 
in practically every state operates under 
a special enabling law. The essential fea- 
ture of the Blue Shield incorporation stat- 
utes is that no such corporation can read- 
ily come into existence or can operate 
effectively without the cooperation and 
support of the medical profession. The 
Blue Shield plans are governed by mem- 
bers of the medical profession. They do, 
however, provide for some lay represen- 
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tation on the managing agency—its Board 
of Directors or Trustees. 

In Illinois, the special statute which 
governs the Blue Shield plan does not 
permit the incorporation of a nonprofit 
medical care plan unless the majority of 
the incorporators are physicians licensed 
to practice in Illinois. The Board of Trus- 
tees for each incorporated plan must have 
a majority of its membership composed 
of Illinois licensed physicians; they are 
elected by the participating physicians. 
The remaining members of the Board 
may, but need not be, physicians; they are 
elected by the subscribers to the plan. 

Until recently, the control of the Illi- 
nois medical profession over the incor- 
poration of medical care plans was, for 
all practical purposes, complete. In 1952, 
however, the Illinois Legislature en- 
acted another separate enabling law for 
“Health Service Plan Corporations.” The 
1952 law permits lay persons to establish 
a health service plan corporation, medical 
or dental, to provide medical, dental, and 
related services to subscribers of the plan. 
Under the 1952 enabling statute for 
health service plan corporations, the cor- 
poration’s Board of Trustees need have 
only 30 per cent:of its membership from 
the health professions, and they must be 
licensed physicians. 

The trend toward opening the way for 
the creation and control of health service 
plans by lay groups is gradually gaining 
ground. In Illinois it was furthered by 
legislation. That is not always necessary. 


LAY GROUPS AND HEALTH 
SERVICE PLANS 


In 1954, the Supreme Court of California 
ruled that a nonprofit medical service 
corporation could be formed legally un- 
der the general provisions of the Califor- 
nia nonprofit corporation statute. This 
ruling was handed down despite the fact 
that there was a special provision in the 
statute for the incorporation of health 
service plans. The special provision has 


safeguards which practically assure that 
control of a medical or dental health ser- 
vice corporation will be under the medi- 
cal or dental profession, as the case may 
be. 

The California Supreme Court decision 
is entitled Complete Service Bureau v. 
San Diego County Medical Society. The 
court decided that the language in the 
special incorporation provision did not 
exclude the formation of a medical ser- 
vice plan under the general nonprofit 
statutory provisions. The court seized 
upon the words (within the special sec- 
tion) “a nonprofit corporation may be 
formed” to indicate that there was no re- 
quirement that the special provision must 
be the exclusive authority for incorporat- 
ing medical service plans. The court was 
also aware that prior to the enactment of 
the special enabling provision for health 
service plans, there was a history of incor- 
poration of such plans under the general 
provisions of the nonprofit corporation 
statute. In California, there is at least a 
precedent to support the right to form a 
lay sponsored and controlled nonprofit 
dental health service plan, the medium 
being the general provisions of the non- 
profit corporation statute. 

In October of 1955, the Secretary of 
State for the State of Minnesota re- 
quested the Attorney General of that state 
to give an opinion on the right of a lay 
group to organize a medical and dental 
health service corporation under the Min- 
nesota general nonprofit corporation stat- 
ute. It must be kept in mind that an 
Attorney General's opinion on the appli- 
cation of state laws is advisory and need 
not be upheld if and when that opinion 
is tested by the courts. The opinion of an 
Attorney General, however, is ordinarily 
the product of comprehensive research 
and must be given considerable weight. 
The Minnesota general nonprofit corpor- 
ation statute, among other objectives, ap- 
plies to the organization of a nonprofit 
venture dealing with health. That general 
statute, however, does specifically exclude 
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from its application “nonprofit medical 
service plan corporations.” (There is no 
specific Minnesota statute for incorporat- 
ing dental health service plans.) Despite 
the fact that the establishment of a medi- 
cal care corporation seems clearly limited 
to the special enabling law in Minnesota, 
the Attorney General ruled otherwise. 

Earlier, I emphasized that the Blue 
Shield plan enabling laws include some 
type of statutory device for assuring con- 
trol over the plan by responsible elements 
within the medical profession. The Min- 
nesota statute accomplishes that objective 
by permitting only physicians to form 
medical care plans incorporated under 
the special enabling law. The Attorney 
General of Minnesota states in his opinion 
that a medical care plan organized by 
lay persons is legally distinct from a medi- 
cal care plan formed by physicians. The 
arguments he presents, moreover, are 
reasonable. He concludes, therefore, that 
a medical and dental health service cor- 
poration could be organized by lay 
persons under the general nonprofit cor- 
poration statute of Minnesota. It must be 
kept in mind that in many states there is 
a history of limited health care plans in- 
corporated under the general nonprofit 
corporation law. In many instances those 
corporations were organized before the 
special enabling laws for comprehensive 
hospital and medical service corporations 
were enacted. That is true in Minnesota 
and is relied on by the Attorney General 
to bolster his opinion. It should also be 
kept in mind that the absence of a special 
law for incorporating dental health ser- 
vice plans in Minnesota might mean that 
there would be little legal ground for an 
objection to establishing a lay-sponsored 
dental health service plan under the Min- 
nesota general nonprofit statute. 


STATE LAWS AND DENTAL HEALTH 
SERVICE CORPORATIONS 


It has already been noted that California 
and Illinois specifically authorize the 


establishment of nonprofit dental health 
service corporations. The great difference 
between those laws is that the California 
statute assures professional control of the 
plan; the Illinois statute does not. Re- 
search on this phase of the subject indi- 
cates that the laws of Montana, Mary- 
land, New York, Pennsylvania and 
Washington also have clearcut provisions 
for the establishment of dental health 
service corporations. The only one of 
these which resembles the usual Blue 
Shield statute for medical care plans is 
the recently enacted Pennsylvania law 
which shall be discussed separately. 

The Montana nonprofit corporation 
law includes a provision almost identical 
with that of the special enabling provision 
within the California law. Both states 
specifically authorize the incorporation of 
nonprofit dental health service plans, the 
major condition of incorporation being 
that one fourth of the state’s licensed 
dentists must agree to participate in the 
plan. The Montana law, however, effec- 
tively prohibits the establishment of a 
dental health service corporation under 
any other section of the nonprofit cor- 
poration statute. As described earlier, a 
nonprofit dental health service plan 
probably could be incorporated under 
the general California nonprofit pro- 
visions. 

The Maryland statute authorizing the 
incorporation of nonprofit dental health 
service plans is within the Insurance 
Code. Any nonprofit dental health service 
corporation must conform to the special 
statute. The Maryland Insurance Com- 
missioner regulates all nonprofit health 
service corporations, and there are strict 
requirements to be met before corporate 
status is granted. In effect, the health 
plan must be ready for operation before 
a corporate charter will be granted. 

The New York statute which specifi- 
cally applies to nonprofit dental health 
service corporations is also within the 
state’s insurance laws. The enabling 
statute authorizes the establishment of 
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nonprofit dental expense indemnity corpo- 
rations to “be maintained and operated 
for the benefit of . . . members and sub- 
scribers as a cooperative corporation.” 
The New York law treats the operation 
essentially as insurance functions and re- 
quires among other obligations the estab- 
lishment of an adequate reserve. 


RECENTLY ENACTED 
PENNSYLVANIA LAW 


The Pennsylvania State Dental Society 
recently sponsored legislation which spe- 
cifically authorizes the establishment of 
nonprofit dental health service corpora- 
tions. The legislation was enacted late 
in 1955. The new statute has the essential 
safeguards to assure that dental health 
service plans in that state will be con- 
trolled as far as possible by organized 
dentistry. It includes the following fea- 
tures: 


1. A provision requiring that the ma- 
jority of incorporators must be dentists. 


2. A provision requiring that the ma- 
jority of the managing group must be 
dentists. 


3. A prohibition against operating a 
nonprofit dental health service plan un- 
less the plan is incorporated under the 
special enabling provisions of the non- 
profit corporation law. 

4. A provision declaring that the 


powers of the state agencies which will 
regulate dental health service corpora- 


tions do not go beyond those set out in 
the special enabling statute. 


5. A provision requiring that all 
licensed dentists of Pennsylvania must be 
eligible to participate in any dental 
health service plan and that freedom of 
choice is to be assured for both dentists 
and subscribers. 


6. A provision requiring that contro- 
versies involving professional services or 
ethics must be referred to representatives 
of the dental profession for disposition. 


The relation of state laws to dental 
health service corporations is in most 
states very dimly defined. Without some 
measure of demand for group dental 
health care plans, it is difficult to de- 
termine how a dental society should pro- 
ceed in this area. I shall, however, make 
this suggestion. If a constituent society 
decides that there will soon be a need to 
establish a dental health service plan for 
groups within its bounds, that society 
should give strong consideration to ob- 
taining the enactment of a special en- 
abling law for nonprofit dental health 
service corporations. Within that law 
there should be provisions that will assure 
that only responsible elements within 
organized dentistry will be entitled under 
the special statute to initiate and control 
dental health service plans and, of equal 
importance, that the initiation of non- 
profit dental health service plans under 
general nonprofit corporation laws by lay 
groups will be prohibited or at least 
stringently limited. 
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THE DENTAL HEALTH SERVICE CORPORATION 
FROM A LAWYER'S VIEWPOINT 


William L. Lamey, ].D., Chicago 


When a lawyer is approached with the 
question “May we organize a corporation 
for the purpose of providing prepaid den- 
tal health service?,” two doubts imme- 
diately assail him. Would not the activity 
of such a corporation be within the tra- 
ditional and generally recognized pro- 
hibition against the practice of a pro- 
fession by a corporation? Professional 
men are all aware, I believe, of the 
reason for this prohibition and generally 
subscribe to its validity. May, then, a 
dental health service corporation _ be 
organized without first securing authori- 
zation by special legislation? 

Before the question can be answered 
intelligently, I believe it is necessary to 
determine what this corporation is ex- 
pected to do, what its function will be 
within the voluntary health plan. The 
dental practice acts of most states ex- 
pressly prohibit the offering of dental 
servicé by a corporation; but, excepted 
from the prohibition are the following: 
(1) a corporation which offers such serv- 
ice to its employees free of charge, (2) a 
corporation by which the services are 
offered on a purely charitable basis, and 
(3) a corporation which offers to licensed 
dentists a service of a kind which may 
be performed lawfully by an unlicensed 
person providing the dentist assumes full 
responsibility for the service. 

It would seem, therefore, that if a 
corporation were organized to offer den- 
tal service, on a prepayment or other 
basis, to members of the public generally 
or even to an homogeneous group such 
as the membership of a labor organiza- 
tion, such corporation would be in viola- 
tion of the practice acts. Such clearly 
would be the situation where the corpora- 
tion employed dentists on a salaried basis 
to render dental service to the corpora- 
tion’s “patients.” 


A rather fine distinction may be drawn, 
however, between such organization and 
a plan under which the corporation is to 
act merely as an intermediary between 
licensed dentists and individual members 
of the public or groups, a plan under 
which the service corporation enters into 
contracts on an agreed fee-for-service 
basis with a limited or unlimited number 
of dental practitioners and then further 
contracts with individual and group sub- 
scribers to pay cooperating dentists for 
professional services rendered subscribers 
in consideration of payment to the corpo- 
ration by the subscriber of a prede- 
termined amount of money. It may 
reasonably be urged, I think, that the 
activities of such a corporation are of 
strictly a business nature, do not involve 
practice of dentistry by the corporation, 
and therefore do not contravene the pro- 
hibition in the practice acts. 

Whether such a plan, particularly if 
operated on a closed-panel basis, would 
do violence to the traditional and pos- 
sibly democratic conviction that a paying 
patient should have the privilege of 
choosing his own dentist or physician 
and that, conversely, the practitioner 
should be free to choose whom he will 
treat is another question, but one having 
no necessary relationship to the legality 
of the corporate activity. Parenthetically, 
too, it might be noted that if such a serv- 
ice corporation is not engaged in the 
practice of dentistry the scope and nature 
of its activities would be governed solely 
by the statute under which it was created, 
its own charter and bylaws; and it would 
not, at least directly, be subject to the 
will of the dental association or canons 
of ethics, such as the one relating to ad- 
vertising. 
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But, assuming, then, that such a corpo- 
ration would not be engaged in the prac- 
tice of dentistry, would it not be engaging 
in the insurance business and hence sub- 
ject to the generally rather stringent 
regulation of the state insurance depart- 
ment? This very question has been liti- 
gated in California in connection with 
the operation of a not-for-profit corpora- 
tion organized under the name of Cali- 
fornia Physicians’ Service. This corpora- 
tion acted as a service agent between the 
members of the medical profession and 
groups desirous of subscribing to the plan. 
The physicians agreed with the corpora- 
tion to render medical service on a de- 
termined fee basis to subscribers to the 
plan, and the subscribers were required 
to pay a specified amount to the corpora- 
tion in return for which they would re- 
ceive the necessary medical care from a 
member physician without additional cost 
to the subscriber. The state insurance 
commissioner contended that the corpo- 
ration actually was engaged in the insur- 
ance business and was therefore within 
the regulatory provisions of the insurance 
code. 

The Supreme Court of California 
ruled against the commissioner. The 
court first pointed out that although the 
subscribers to the plan were guaranteed 
the prescribed medical service without 
cost to them beyond their payments under 
the plan, the risk of excessive cost was in 
fact borne by the participating physicians 
since the corporation was not obligated 
to pay the physicians beyond the limits of 
the fund collected from subscribers. 
Hence, the effect of holding the corpora- 
tion to be within the regulatory control 
of the insurance statute would be to re- 
quire the establishment of reserves con- 
trary to the essential purpose and method 
of operation of the plan. But then the 
court proceeded to justify its conclusion 
on a broader basis, saying: 

There is another and more compelling 


reason for holding that the service is not 
engaged in the insurance business. Absence 


or presence of assumption of risk is not the 
sole test to be applied in determining its status. 
The question, more broadly, is whether, look- 
ing at the plan of operation as a whole, “serv- 
ice” rather than “indemnity” is its principal 
object and purpose. . . . Certainly the objects 
and purposes of the corporation organized 
and maintained by the California physicians 
have a wide scope in the field of social service. 
Probably there is no more impelling need 
than that of adequate medical care on a volun- 
tary, low-cost basis for persons of small in- 
come. The medical profession unitedly is trying 
to meet that need. Unquestionably this is 
“service” of a high order and not “indemnity.” 


It would seem, therefore, that a dental 
health service corporation, functioning 
merely as an administrative entity be- 
tween the practitioners on the one hand 
and subscribers on the other, would 
neither be practicing dentistry nor en- 
gaging in the insurance business. Cer- 
tainly there is nothing illegal, or, I be- 
lieve, unethical, in a dentist contracting 
with a patient to perform all necessary 
dental service for that patient over a 
specified period of time for an agreed 
prepaid amount. Whether such a pro- 
gram or plan, if it were employed by a 
dentist as to the majority of his patients, 
would be economically and financially 
practical either from the dentist’s or the 
patient’s point of view would depend on 
data not particularly relevant to the sub- 
ject being discussed. So, too, would the 
answer to the question whether such a 
plan would eventually lead to the render- 
ing by the practitioner of inferior dental 
health service. But regardless of the an- 
swers to such questions, it seems evident 
that the primary activity of the corpora- 
tion envisioned is but the arranging of 
such agreements between a number of 
practitioners and a number of patients 
and should, therefore, be equally within 
the law. 

Speaking only as an attorney, however, 
I would recommend that dental associa- 
tions undertake to secure special legisla- 


1. California Physicians’ Service v. Garrison (1946), 
28 Cal. (2d) 790. 
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tion authorizing the creation of dental 
health service corporations in those states 
where such legislation does not already 
exist. Such statutory authorization, if 
properly drafted, would eliminate all 
doubt as to the legality of purpose of such 
a dental health service corporation, and 
would avoid the expense and uncertainty 
involved in any litigation. 


ADVANTAGES OF 
CORPORATE FORM OF ORGANIZATION 


In considering corporate organization, it 
must first be recognized that the law (or 
the state) regards a corporation, whether 
formed for profit or not for profit, as an 
entity separate and distinct from _ its 
shareholders, members and its manage- 
ment. In other words, it is a legal being 
endowed with many of the rights and 
burdened with the corresponding obliga- 
tions of an average adult human being. 
It is this concept of separateness, of legal 
entity, which enables the corporation to 
act as an insulator between its creditors 
and its shareholders or members. 

If an individual engages in business, in 
the practice of a profession, or even in 
charitable activity, personal obligations 
are incurred, either voluntarily as in the 
case of any sale, purchase or other con- 
tract made, or involuntarily as exempli- 
fied by the requirement that reasonable 
care be exercised to protect others. The 
same result follows if several individuals 
were to form a partnership to engage in 
business, practice their professions, or en- 
gage in charitable activity. So far as third 
parties were concerned each partner 
would be personally responsible for obli- 
gations incurred by the partnership. On 
the other hand, the same individual or 
group of individuals may avoid personal 
financial responsibility by engaging in the 
same business or charitable or other au- 
thorized activity under corporate form. 
This safety factor is itself, in many in- 
stances, sufficient justification for incor- 
poration. 


Another advantageous characteristic of 
the corporate form of organization is the 
continuity of its existence. Unlike a part- 
nership, a shareholder, even the sole 
shareholder, the chairman of the board of 
directors, the president, any one or all of 
them, may die or withdraw but the legal 
entity that is the corporation continues. 
This, of course, is not to say that changes 
in management personnel may not bring 
about a radical change in policy and in 
administration ; but in the eyes of the law 
the legal entity remains unchanged. Al- 
though it was not always thus, the great 
majority, if not all, modern corporation 
statutes permit a corporation to be organ- 
ized in perpetuity, in which case its ex- 
istence will terminate only by voluntary 
dissolution on the approval of all or of a 
substantial majority of its shareholders 
or controlling members, or, involuntarily, 
by decree of court because of violation of 
or noncompliance with certain provisions 
of law or because of insolvency. 

These are only two, but important, 
advantages of employing the corporate 
form of organization to administer a den- 
tal health service plan. 


CHARACTER OF CORPORATION 


Consideration should be given to the 
question whether the denial health service 
corporation should be organized for or 
not for profit. In this discussion it is as- 
sumed, of course, that the law of the 
state would permit incorporation in either 
category. 

The primary purpose of a dental health 
service plan, as I see it, is service to the 
public by a profession which is pledged 
to such service. It is or should be a plan 
under which the dental health of volun- 
tary subscribers is improved and protected 
at a cost within their ability to pay. Ad- 
mittedly, practitioners who cooperate in 
the implementation of such a plan are 
entitled to reasonable fees for profes- 
sional services rendered, but the motive 
behind the creation and administration of 
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any such plan, and, therefore, the justifi- 
cation for the organization of the corpo- 
ration, is service to the public and the 
profession, and not the personal profit of 
the creators or administrators. Service, 
of one kind or another, in the public 
interest is the purpose of the not-for-profit 
corporation. Hospitals, schools and charit- 
able foundations of every kind are typical 
of the not-for-profit corporate organiza- 
tion. Granted, that when a hospital bill or 
a college tuition statement is received, the 
not-for-profit character of the organiza- 
tion seems more fiction than fact, the 
truth is that if there be profit it belongs 
not to the “owners” but to the corpora- 
tion, to be employed for the improve- 
ment or expansion of the service it per- 
forms. Therefore, I believe that it may 
reasonably be concluded that of the two 
classes or types of corporations, the not- 
for-profit organization is in closer con- 
sonance with the purpose of a health 
service plan. 

Moreover, there are possibly more 
pragmatic reasons for recommending the 
adoption of the not-for-profit form. In 
the first place, the law generally looks 
with greater favor and leniency on such 
a corporation. Property, real and per- 
sonal, owned and used by such a corpora- 
tion in the execution of its purpose may 
be exempt from local and state property 
taxes. Since the not-for-profit corporation 
does not issue capital stock to owner-in- 
vestors, it will not be subject to a capital 
stock tax. Although the not-for-profit 
characteristic of its organization will not 
per se exempt the corporation from the 
application of the Internal Revenue 
Code, the income tax problem should be 
of little significance because of the ab- 
sence of any substantial corporate profit. 

With the assumption, then, that under 
the laws of the state, authorization to 
form a not-for-profit corporation to act 
as an intermediary or service agent in the 
operation of a dental health service plan 
is granted, consideration is given to the 
organization of such corporation. 


ARTICLES OF INCORPORATION 


Prescinding, for the purpose of the pres- 
ent discussion, from the several theories 
as to the true origin and nature of the 
corporate entity, it is apparent that the 
corporation’s charter, issued by the state, 
is its birth certificate, its lease on life. It 
is this charter which constitutes the offi- 
cial recognition by the law of the ex- 
istence of the particular corporation as a 
legal entity separate from its incorpora- 
tors, shareholders, or members. 

In addition, the term “charter” is fre- 
quently employed to describe or include 
the articles of incorporation. The articles, 
for the purposes of this discussion, may be 
considered as a contract between the 
state, the incorporators and the corpora- 
tion. The preparation, execution and the 
filing in the appropriate state or other 
governmental office of the articles of in- 
corporation is the initial step in the 
formation of a not-for-profit corporation. 

In the organization of a business or a 
for-profit corporation, share subscription 
agreements between and among the 
initial shareholders or investors are com- 
mon and usual, but they need not con- 
cern us in a_ not-for-profit organiza- 
tion. However, even in the case of 
the not-for-profit corporation, there 
should be a preincorporation agreement 
or understanding among all interested 
parties as to the purpose for which the 
corporation is to be established. In the 
case of a proposed dental health service 
corporation it is my opinion that the 
membership of the dental profession 
should be fully consulted and briefed 
not only as to the basic plan but also as 
to the major problems of administration. 
In other words, before articles of in- 
corporation are filed the plan should be 
formulated in considerable detail. I as- 
sume that the perspective in initiating 
such a service plan is profession-wide, 
at least locally, and that the creation of 
competitive plans within a limited area 
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of dental service and lead to cut-rate 
practice to the disadvantage of the pa- 
tient and of the profession. On this as- 
sumption, it would appear that local 
dental associations will have to under- 
take the initial spadework in securing the 
cooperation of the practitioners and in 
the formulation of the plan. Only after 
the skeleton of the plan has been con- 
structed, will the dental society be in a 
position to complete intelligently articles 
of incorporation. 

Generally, the form of articles for a 
not-for-profit corporation is compara- 
tively simple. The corporate name or 
title must be selected first, and care must 
be taken that it is not deceptively similar 
to the name of an existing corporation. 
The period of duration or term of the 
life of the new corporation must be indi- 
cated. As mentioned previously, it is now 
customary to indicate that its existence 
is to be “perpetual” unless the local 
statute establishes a maximum term of 
years. If a term of years is specified, 
formal action will be required to renew 
the charter before the expiration of the 
term. No such action will be necessary, 
of course, if the duration is “perpetual.” 


Registration of Agent and Office Address 
* The great majority, if not all, incorpo- 
ration statutes require that a registered 
agent and a registered office address 
within the state be specified in the articles. 
The purpose of such requirement is to 
guarantee that by examining the public 
record any person may determine the 
identity of the legal person and his or its 
address upon whom or to which formal 
notices or processes to the corporation 
may be served or addressed. There are a 
number of companies which, for a com- 
paratively nominal service charge, will 
act as registered agent for a corporation. 
Of course, the identity of the registered 
agent and the location of the registered 
office may be changed by the corporation 
from time to time usually by a simple 
notice in writing to the proper govern- 


mental official, frequently the secretary 
of state. 


Board of Directors * The articles gen- 
erally must include a statement of the 
number and the names and addresses of 
the members of the first board of direc- 
tors (sometimes referred to as trustees) 
of the corporation. This boafd will act as 
the governing body, as the management 
of the corporation for the first year or 
until their successors are chosen. 

The various corporation acts seldom 
specify the number of directors a corpora- 
tion must have except to provide that 
there may not be fewer than three. The 
determination of the number and of the 
personnel of this first board is one of the 
more important decisions that must be 
made before the articles are filed. How 
many directors should there be? This is a 
question to which there is no hard and 
fast answer. Group Health Association 
Inc., of the District of Columbia, is gov- 
erned by a board of nine; the California 
Dental Association Service was organized 
with a board of 12 members; and the 
Oregon Dental Service Corporation’s 
articles provide for five. Regardless of 
whether the number is to be large or 
small, foresight dictates the choice of an 
odd number so as to avoid a deadlocked 
vote on important issues before the board. 
On the assumption that the dental health 
service plan will operate on the open- 
panel basis and that all members of the 
profession within the area will be invited 
and urged to join, I would recommend a 
board of 11 members, although the num- 
ber is certainly not a magic one. A board 
of that size, however, is not too large to be 
a working group and to meet regularly 
but large enough to permit membership 
representation of the local dental associa- 
tion, of the various specialties within the 
profession, of the general practitioners, 
and, perhaps, of the public. 

General corporation acts do not pre- 
scribe necessary qualifications of directors 
except, perhaps, to require that each’ 
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member of the board be of legal age and, 
occasionally, that each be a resident of 
the state and a member of the corpora- 
tion. It should be noted, however, that a 
number of the special health service cor- 
poration statutes which have been en- 
acted in the various states require that 
one or more of the directors be licensed 
practitioners. Aside from any statutory re- 
quirement, however, it is obvious that the 
majority, if not all, of the membership of 
the board should be members of the den- 
tal profession. The corporation, in its 
charter and its bylaws, may establish spe- 
cial qualifications for its directors. It may 
be desired, for instance, that at least 
eight or nine of the board members be 
licensed dentists, members of the local 
dental association, and members of the 
corporation. It may be, too, that it will 
be found advisable to provide for repre- 
sentation on the board of some specialties 
within the profession. 

In the case of a business corporation 
the members of the board are elected by 
the shareholders of the corporation; in 
the case of a not-for-profit corporation 
the board is elected by the members of 
the corporation or the board is self-per- 
petuating in that vacancies on the board 
are filled by the vote of the members of 
the board. 

Assuming that either method may be 
utilized under the relevant statute, it is 
difficult to recommend one above the 
other; each has certain advantages. If the 
membership of the corporation is limited 
in number, it would appear to be more 
in keeping with the traditional concept 
of corporate management and control to 
have the membership elect, or re-elect, 
directors annually rather than to provide 
for a self-perpetuating board. Moreover, 
if the membership is required to contri- 
bute financially to the success of the oper- 
ation, they may properly expect a voice 
in the selection of those who are to direct 
the corporate activity. 

If, on the other hand, the membership 
of the corporation is large with resulting 


dilution of the interest of each member, 
there may be difficulty in engendering 
sufficient interest in the membership to 
secure a quorum at the required meetings. 
However, since most not-for-profit cor- 
poration acts permit the corporation in 
its bylaws to specify the percentage of the 
membership necessary to constitute a 
quorum, the problem, even with a large 
membership, is more fancied than real. 
It has been assumed that all qualified 
dentists in the community will be urged 
to become members of the dental health 
service corporation and that the members 
will be asked for financial assistance, in 
the way of annual assessments or dues, to 
defray the administrative costs of the 
plan until the project becomes self-sup- 
porting or other sources of revenue are 
found. Under such circumstances, it 
would be recommended that directors be 
elected by vote of the membership. 


Statement of Purpose * The last, and per- 
haps the most important, matter to be 
included in the articles of incorporation 
to which reference will be made is the 
_tatement of purpose. The purpose of a 
corporation is the reason for its existence, 
its end or goal, the business or activity in 
which it proposes to engage. The state- 
ment of purpose is important because it 
defines the limits of the particular corpo- 
ration’s legitimate activity. 

Since a corporation by law is con- 
sidered as having all powers reasonably 
related to the accomplishment of | its 
stated purpose, common practice is to 
make the statement of purpose as simple 
but as general as possible within the 
broad field of proposed activity, and to 
include in such statement few if any ex- 
press powers. The statement of the pur- 
pose of the proposed dental health serv- 
ice corporation might read something like 
the following : 


The purpose for which this corporation is 
organized is to contract with individuals and 
groups to assume or to defray the cost of 
dental service rendered such individuals and 
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groups, and to contract with licensed dentists 
for the performing of such dental service. 


Although, as mentioned, it is not 
customary to include in the statement of 
purpose an extended list of powers, I 
believe that in view of the rather novel 
and experimental nature of such a service 
corporation it would be wise to include 
expressly certain powers which the corpo- 
ration may wish ultimately to exercise, 
such as the power to furnish facilities 
such as clinics and laboratories for use 
by dentist licentiates, and to participate 
with other healing arts and with public 
health agencies in the establishment of 
diagnostic and treatment centers. 


ORGANIZATIONAL MEETING 


After the articles of incorporation are 
filed with the appropriate official and the 
charter or certificate of incorporation has 
been issued, the initial or organizational 
meeting of the membership must be held 
on such notice as may be required by the 
statute. The members of the corporation 
at that time will be those practitioners 
who, before actual incorporation, have 
agreed to participate in the plan. At this 
organizational meeting the first board of 
directors will be nominated and chosen 
if it was not required that the personnel 
of the first board be named in the articles. 
If they were named in the articles, the 
membership should adopt a _ resolution 
ratifying their selection for a term expir- 
ing at the first annual meeting of mem- 
bers or until such time as their successors 
should be chosen and should qualify. The 
next and probably the only other order 
of business properly to be considered at 
the organizational meeting of members is 
the matter of the adoption of bylaws. 


BYLAWS 


Bylaws are the rules and regulations for 
the internal government and administra- 
tion of the corporation. Customarily the 
bylaws of a corporation are drafted and 


adopted by the directors. In the case of a 
corporation of this type, however, I am 
of the opinion that it would be better 
psychology to submit the proposed 
original bylaws to the membership for 
approval. Unless the local statute re- 
quires membership vote on amendments 
to the bylaws, however, the bylaws should 
provide that any amendments thereto 
may be made by ‘the board of directors. 
Occasionally unforeseen or changing cir- 
cumstances make an immediate amend- 
ment to the bylaws imperative, and such 
prompt yet considered action can be ef- 
fected with certainty only by the board of 
directors. 

In this rather brief discussion no at- 
tempt will be made to detail or to cate- 
gorize the contents of corporate bylaws. 
They contain regulations relating to the 
qualifications for and admission to mem- 
bership in the corporation, such as a pro- 
vision that any dentist licentiate shall be 
eligible to membership, and a provision 
for annual dues or assessment of members 
to defray the administrative costs of the 
plan. The bylaws describe the officers of 
the corporation, their terms of office, the 
manner of their selection (universally 
by the board of directors) , and the powers 
of each office. The bylaws of a not-for- 
profit corporation should also include, if 
the matter is not included in the articles 
of incorporation, a provision for the dis- 
tribution or allocation of net assets of the 
corporation in event of dissolution. 


EXPENSES 


The fiscal problems of a dental health 
service plan will not be discussed here in 
detail. The costs of formal incorporation 
will be comparatively nominal unless it is 
determined that special legislation is re- 
quired to authorize such incorporation. 
The preincorporation costs of educating 
the dental profession as to the advantages 
of a voluntary dental health service plan, 
and the expense of the research and ex- 
pert counseling required to formulate the 
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details of the plan, may prove to be sub- 
stantial. Funds to defray such expense 
will have to come from organized den- 
tistry, unless public agencies or private 
welfare groups can be convinced of the 
public-service nature of the proposed 
plan. In view of the apparent success of 
the plans now in operation, it may not 
be too difficult to secure contributions to 
defray such costs. After the service corpo- 
ration is formed and the plan put in 
operation, the expense of administration 


must be budgeted and included in the 
charge to the individuals and groups sub- 
scribing for dental service. 


CONCLUSION 


There is no insurmountable legal obstacle 
to the formation of a dental health serv- 
ice corporation. The not-for-profit corpo- 
ration is the logical agency or instru- 
mentality through which such a plan may 
best be implemented. 


THE CLOSED PANEL CLINIC IN A HEALTH SERVICE 
Herbert K. Abrams, M.D., Chicago 


It is fitting to open this discussion with 
remarks by Harry Lyons,’ who in a re- 
cent address said: 

This is an age that calls for many things: 
study, foresight, courage and active participa- 
tion in communal affairs. We dentists must 
break the shackles of our office isolation and 
lend the weight of our intellect and courage 
toward the solution of the prevailing social, 
political and economic problems in which our 
profession has important stakes. We should do 
this not only for ourselves, but more im- 
portantly for the society of which we are 
but a part. 


The report by the President’s Commis- 
sion on the Health Needs of the Nation 
in 1952? summarized the dental care 
situation in these words, “Sufficient den- 
tal care either is not available or is not 
utilized by the American people to a de- 
gree even approaching an adequate 
level.” Bearing this in mind, the public 
generally and the dental profession par- 
ticularly must encourage experimenta- 
tion whose purpose is to bring high 
quality dental care to more people. Such 
experimentation is now under way 
throughout the country. 


A cursory look reveals many types of 
prepaid dental care programs in opera- 
tion or development. One of these is the 
group practice, prepayment plan. (I pre- 
fer the more positive term “group prac- 
tice” to the rather negative expression 
“closed panel.” Technically, a closed 
panel need not be a group practice. For 
all practical purposes, however, the 
closed panel plans about which dentists 
speak are organized in the form of group 
practice. ) 

Group practice, prepayment dental 
plans today may be classified in the fol- 
lowing categories: (1) the industrial plan 
in which dental care is provided directly 
by an industrial company; (2) the union- 
sponsored health center in which dental 
care is a part of a general health center 
program; (3) union-sponsored program 


Medical director, Union Health Service, Inc. 

|. Lyons, Harry. Dentistry peers through a window. 
Fort. Rev. Chicago D. Soc. 31:7 May |, 1956. 

2. President's Commission on the Health Needs of 
the Nation. Building America’s health; findings and 
recommendations, vol. |. Washington, D. C., U. S. 
Government Printing Office, 1952. 
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in which dental care is provided by a 
group of dentists who are not a part of a 
general health center and (4) the co- 
operative type plan in which dental care 
is provided as a part of a cooperative 
prepayment medical care program. 

An attempt will not be made to de- 
scribe any of the industrial type programs 
because they represent an older pattern 
with which most dentists are familiar. 
Examples of the other plans will be de- 
scribed, however, because they represent 
a consumer-sponsored type of program 
which is slowly growing in the United 
States in the fields of medical and dental 
care. 


LABOR HEALTH INSTITUTE 


The Labor Health Institute of St. Louis 
was started in 1945. It serves approxi- 
mately 14,000 members and family de- 
pendents of members of Local 688 of the 
International Brotherhood of Teamsters. 
Comprehensive medical and dental care 
are offered on a prepayment basis. The 
program is financed by employer con- 
tributions of 5 per cent of gross payroll 
into a health and welfare fund which is 
governed by a board of directors repre- 
senting the union, the employers and the 
public. Forty part-time physicians and 
12 part-time dentists staff the modern, 
well-equipped health center. 

The scope of services is complete den- 
tal care except for orthodontics. All of 
this is prepaid except for dentures which 
are made in an outside laboratory and 
furnished through the clinic to the pa- 
tient at low cost. 

The time devoted by the 12 part-time 
dentists is equivalent to that of five full- 
time dentists. All are graduates of recog- 
nized dental schools and hold member- 
ship in the local, state and national 
dental organizations. They all have had 
general training but several have de- 
veloped specialty skills. Dentists are se- 
lected by the medical director of the 
Labor Health Institute in consultation 


with the director of dental service and 
the medical advisory committee which 
includes a dentist. 

The dentists are paid on the basis of a 
starting salary of $5 per hour advancing 
to $6 in four years. This compensation is 
equivalent to an annual range of $10,400 
to $12,500 per year for full-time work. 
The chief of the dental service receives 
$1 per hour more because of his extra 
responsibilities. It is reported that this 
compensation compares favorably with 
dentists’ incomes generally in that part 
of the country. The dentists also receive 
paid vacations and other employment 
benefits. 

Dental staff conferences are held every 
one or two weeks, and the dentists are 
compensated for this time. Periodically, 
the dentists meet with the general 
medical staff. 

There are six dental assistants and one 
registered nurse. Each dentist has a full- 
time assistant when operating at the 
chair. The Labor Health Institute would 
like to employ dental hygienists, but has 
been unable to obtain them. 

The annual income of the Labor Health 
Institute is $1,000,000. The amount spent 
on dentistry is $130,000. This means 
about $9 per year per eligible person. 
The cost per dental visit comes to $5.75. 

The Labor Health Institute is an ex- 
ample of a union-sponsored program in 
which dentists and physicians practice 
together in one health center. This ar- 
rangement is unique in that physicians 
and dentists have opportunities to consult 
freely with each other. 

Patients who come for dental care are 
offered also a complete physical exami- 
nation. Conversely, medical patients 
found to have dental problems can be 
seen by the dentist. In a plan of this type 
the two professional groups work as equal 
partners in a common health program. 

Evaluation of the services given is de- 
scribed by Dunning* in his study of the 
program in 1954. His opinion is epitom- 
ized in these words: 
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If praise be given here and criticism 
there for detailed activities in the dental pro- 
gram, all this is secondary to the main fact 
that a sincere group of individuals is working 
to reasonable capacity to give people what 
they want: good treatment for existing dental 
disease. Education, whether for health or any 
other objective, is wasted unless there is some 
degree of fulfillment for the desires created. 
Fulfillment is here. 


ILWU-PMA PLAN 


On the West Coast, the International 
Longshoremen’s and Warehousemen’s 
Union and Pacific Maritime Association 
are pioneering a significant dental pro- 
gram now less than two years old. The 
salient features of this program are: (1) 
beneficiaries are limited to longshore- 
men’s children up to their fifteenth birth- 
day; (2) beneficiaries in the Los Angeles 
and Bay areas of California are given a 
choice of service through either a closed 
panel group or an open panel; (3) the 
program is financed out of surplus funds 
accumulated in the ILWU-PMA Welfare 
Fund which also provides comprehensive 
medical care. 

This experience is unique for a number 
of reasons: (1) it gives an opportunity 
to compare the experience of closed and 
open panel programs and (2) it is con- 
centrating on children—an unusual op- 
portunity for preventive dentistry. 

Since the entire program is so new, 
no comparative data on open and closed 
panels can be given. The characteristics 
of the closed panel group in Wilmington, 
Calif., the port area for Los Angeles, can 
be described briefly. In the first 15 
months, this program served some 1,850 
children. All dental services are provided 
except orthodontic and cosmetic den- 
tistry. The program is based on an agree- 
ment between the ILWU-PMA Welfare 
Plan and a local dentist. This dentist in 
turn employs six other dentists, three of 
whom are full-time and three part-time. 
They work under one roof in good facili- 
ties, where they see private patients, as 
well as the prepaid group. In addition 


there is one dental hygienist, and one 
and a half assistants per dentist, a labora- 
tory iechnician and laboratory and office 
staff. 

Although all the dentists work for the 
chief dentist, there are provisions for at- 
taining partnership and information has 
been received that one dentist is now in 
the process of becoming a partner. All 
dentists draw a salary which varies from 
$900 to $1,000 per month for full time 
and from $50 to $85 per day for part 
time. The full-time dentists receive other 
benefits such as sick time, vacations with 
pay, study courses and convention time. 
The work week is five days of seven and 
a half hours per day. 

Payment is made by the Welfare Plan 
to the dental group on the basis of a fee 
schedule. Monetary advances are made 
by the Plan on the basis of a capitation 
fee depending on the number of children 
enrolled. At present the dentists are being 
paid $4.50 per child per month. 

The dental director writes that 
“actually we have seen well over 95% 
of those eligible so that the cost per pa- 
tient is roughly the same as the cost per 
eligible person.”* This utilization rate is 
significantly higher than the rate in the 
parallel open panel. Presumably when 
accumulated experience warrants, a flat 
prepayment fee will be agreed upon be- 
tween the Welfare Fund and the den- 
tists. 

Several other features of this plan are 
worth mentioning: 

1. The agreement between the ILWU- 
PMA Welfare Plan and the dentists re- 
quires the establishment of a Dental 
Advisory Board, the composition to in- 
clude the following: a member of the 
State Board of Dental Examiners; mem- 
ber of the faculty of the University of 
Southern California School of Dentistry, 
department of pedodontia ; representative 


3. Dunning, James M. Dental service at the Saint 
Louis Labor Health Institute. St. Louis, St. Louis Labor 
Health Institute, 1955, p. 5. 


4. Schoen, Max. Personal correspondence, May 1956. 
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of the Public Health Service and a mem- 
ber of the committee on dental services 
of the Southern California Dental Asso- 
ciation.® 

This Board shall do the following: 
. . » make whatever checks as to the quality 
of care performed by [the dentists] as shall ap- 
pear sufficient to the Board to satisfy the 
Trustees that patients are receiving care com- 
mensurate with the fees paid for said care.° 

Last July this Board inspected the pro- 
gram and in their subsequent report 
stated that the care given was of good 
quality. 

2. The agreement between the Plan 
and the dentists also sets up a grievance 
procedure whereby it is possible in an 
orderly way “to resolve any and all 
grievances or disputes arising between 
children . . . or their parents” and the 
dentists. Any dispute regarding quality 
or necessity of care must be submitted 
to the dental advisory board.® 

3. The director of this group in com- 
menting on the high percentage of par- 
ticipation (utilization) in his plan, wrote 
the following: 

. we operate under a plan with good con- 
trols. We take it upon ourselves to work hard 
to get all of the people in, through letters, 
phone calls, etc. This as you know would be 
very difficult to do in an open panel. We 
have helped to impart a feeling to our patients 
that they are part of a group program which 
. » Sives some extra spirit to it... .* 

4. Another unique feature of this pro- 
gram is its interracial policy. Out of four 
full-time dentists, two are Anglo-white, 
one is Japanese and one is Negro. The 
rest of the staff is similarly mixed in race 
and color. The dental director wrote 
“This has led to exceptionally fine pa- 
tient relationships in a mixed group.”* 


GROUP HEALTH ASSOCIATION 


The Group Health Association of Wash- 
ington, D. C., is a medical cooperative 
providing comprehensive prepaid medical 
services to about 20,000 persons. Most of 
these people are government employees 


and their dependents. Such a plan differs 
basically from a union welfare fund plan 
in that the members enroll as individuals 
and family units and pay the prepayment 
out of their own pockets directly, whereas 
in a union plan the entire group is en- 
rolled and the Fund pays the premiums. 

Thus, the cooperative plan must guard 
against adverse selection of risk. Its costs 
tend to be higher because it has extra 
expenses for promotion of the plan and 
collection of premiums. For these reasons 
probably the Group Health Association 
approached very cautiously the matter 
of offering dental coverage. 

After four years of study, a dental pro- 
gram was established in 1949. It offered 
care on a fee-for-service basis because : 

. (1) the principle of prepaid insurance was 
regarded as inapplicable to the treatment of 
accumulated needs, and (2) . there was 


little information on which to base estimates 
of service requirements and program costs." 


The dental service was designed to pro- 
vide complete and continuing dental 
health care for a limited number of per- 
sons electing such service. Fees were 
based on the cost of rendering the various 
services to allow the program to be self- 
supporting, and the Group Health Asso- 
ciation assumed the responsibility of 
underwriting all financial obligations of 
the program. “This method . . . was used 
to assure the provision of sufficient 
actuarial data and administrative expe- 
rience on which to base the ultimate pre- 
paid dental service.’ 

The patients who chose the dental serv- 
ice were required to agree that they 
would accept all of the treatment indi- 
cated in the diagnosis and treatment 
planning and all of the maintenance 
treatment indicated at recall. The sta- 
tistics were divided into two groups: 


5. Agreement for 
Harbor Area between 
Max Schoen. 

6. American Dental Association, Council on Dental 
Health. Group dental health care programs. Chicago, 
American Dental Association, 1955, p. 15. 
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initial treatment and maintenance treat- 
ment. 

The staff consisted of three full-time 
and eight part-time dentists; the time 
devoted by these dentists was equivalent 
to that of seven full-time dentists. There 
are regular staff conferences at which di- 
agnosis and treatment plans are discussed. 


The program operated its own prosthetic 
laboratory under the philosophy that close 
professional supervision provides a better pros- 
thetic service to the patient and a more 
efficient operation to the dental service itself 
that can be reflected in reduced fees to the 
patient.” 


In 1954, after the program had been 
in operation for five years, the Group 
Health Association decided that suffi- 
cient experience had been gathered to 
justify undertaking the research en- 
visioned in the original plans. They ac- 
cordingly invited the Division of Dental 
Resources of the U. S. Public Health 
Service to collaborate in a study of this 
experience. 

The result is the publication of Com- 
prehensive Dental Care in a Group Prac- 
tice. It is a useful contribution. The 
study’s purposes were to answer such 
questions as what services are required, 
how much chair time is consumed and 
how many clinic visits are required for 
both initial care and maintenance care. 

Briefly the study found that the aver- 
age annual amount of chair time con- 
sumed per person was 5.3 hours for initial 
mouth rehabilitation and 2.8 hours 
for annual maintenance care. Applying 
Group Health Association fee schedules, 
Labor Health Institute cost data, and the 
Los Angeles Culinary Workers’ dental 
program rate of payment to dentists, the 
staff of the American Public Health As- 
sociation subcommittee on medical care 
estimates costs ranging from $75 to $100 
for initial care per patient and $40 to 
$50 for annual maintenance care. 

One of the objectives of the study was 
to broaden understanding of the charac- 
teristics of regular maintenance care. 


The study found that once a maintenance 
regimen has been established, chair time 
remains almost constant for succeeding 
recall series. Thus, it is concluded that 
maintenance care is predictable and 
hence insurable. 

Finally in April of this year, the Group 
Health Association announced a prepaid 
dental care plan for maintenance care. 
Enrollment is voluntary, but at least 
1,000 persons are required to make the 
program feasible. The member must have 
all initial dental work done at his own 
expense. This is provided by the group 
on a fee basis as before. All maintenance 
care is prepaid except for orthodontic 
treatment and major surgery (such as 
reduction of a broken jaw). 

The charges are $3 per month or $36 
per year per eligible individual plus the 
fees for the initial care necessary to 


qualify. 
COMMENT 


The potential advantages of group prac- 
tice to the dentist are readily apparent: 
ease of referral; consultations and con- 
ferences between the dentists working 
together (and between dentists and physi- 
cians where there is a combined medical- 
dental service); sharing of equipment; 
utilization of auxiliary personnel to re- 
lieve the dentist of all but professional 
work, and the practical benefits of being 
able to have vacations and time off for 
study without worrying about their effect 
on the practice. 

Similarly, the potential advantages to 
the patient are the following: better 
quality of care by virtue of the availability 
of a group of dentists in different special- 
ties working together; the economies 
possible by group sharing of overhead, 


7. American Dental Association, Council on Dental 
Health. Group dental health care programs. Chicago, 
American Dental Association, 1955, p. 16. 

8. U. S. Public Health Service Publication 395. Com- 
prehensive dental care in a group practice. Washing 
ton, D. C., U. S. Government Printing Office, 1954. 
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and the possibilities of democratic 
handling of grievances in the setting of a 
consumer-sponsored plan. 

The qualifying word “potential” de- 
liberately has been inserted before the 
word “advantage” because the attain- 
ment of these potentials requires not 
only good intentions, but also the condi- 
tions necessary for realizing them. 

Group practice can deteriorate into a 
group of individual practitioners whose 
only relationship is the economic one of 
sharing equipment and overhead. The 
methods of payment of dentists can 
stimulate haste and poor work. Excessive 
size of a health center, plus overdepart- 
mentalization, can impair good doctor- 
patient relationships. Most important of 
all are the attitudes of the doctors to the 
patients. And good attitudes as well as 
competence can be assured by careful 
selection and provision of conditions of 
work conducive to good practice. 

All these are legitimate concerns of the 
dental profession and of the patient 
group. 

The question of “free choice of den- 
tist” is a bone of contention in dentistry, 
it is assumed, just as “free choice of 
physician” is jn medicine. Frequently it 
has seemed that the doctor has worried 
about it disproportionately more than has 
the patient who is supposed to worry 
about it. 

A tremendous number of people, espe- 
cially those in the low income brackets, 
have no “family physician” and this is 
probably even truer of the “family den- 
tist.”” Most people go to the physician or 
dentist when something specific bothers 
them. They tend to receive episodic care, 
without real continuity. They tend to 
come too late for preventive medicine or 
preventive dentistry. They are not 
equipped technically to know whether 
the quality of care is good. (They are 
often equipped, however, to know 
whether the doctor likes people and hence 
treats them in an understanding and 
personal manner. ) 


How is this problem handled? The 
group practice advocates say that the 
group must be carefully selected for com- 
petence and personality. It must be large 
enough to provide choice from among 
several doctors and from among the 
major specialties. Thus is combined the 
advantages of group practice and free 
choice. 

Another, perhaps more real, fear of 
dentists and physicians is that of lay in- 
terference. Doctors, traditionally “rugged 
individualists,” now are confronted with 
a nation-wide movement of consumers— 
people—in an organized way trying to ob- 
tain for themselves and families the 
benefits of modern science. Through their 
unions and cooperatives they have pooled 
their financial resources and are bargain- 
ing for and purchasing various kinds of 
medical and dental benefits. A small but 
surely growing trend is toward the group 
practice health center controlled on a 
policy level in whole or in part by the 
consumers of the service. 

How can professional men meet this 
trend? One answer is embodied in the 
following paragraph from the bylaws of 
the Group Health Association :* 

Practice of medicine by physicians; practice 
of dentistry by dentists. The Board of Trustees 
shall in no way regulate or supervise the prac- 
tice of medicine or the practice of dentistry 
by any physician or dentist with whom it con- 
tracts for the care of members, nor shall it in 
any way supervise, regulate, or interfere with 
the usual professional relationship between 
such physician or dentist and his patient- 
member, and every such contract entered into 
by and between a physician or dentist and the 
Association shall contain a positive covenant to 
that effect. 


Every union or cooperative direct 
service health plan that I know about has 
a similiar provision in its contractual ar- 
rangement with its doctors. The imple- 
mentation of these clauses is the responsi- 


9. U. S. Public Health Service Publication 395. 
Comprehensive dental care in a group practice. Wash- 
ington, D. C., U. S. Government Printing Office, 1954, 
p. 3. 
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bility of the doctors and lay boards 
themselves. 

Compensation of doctors in these plans 
generally appears to be adequate. Here, 
again, the doctors themselves as a group 
have opportunity for collective bargain- 
ing with consumer groups. 


DISCUSSION 


If the distribution of medical care suffers 
from the inability of large segments of 
the people to pay for it, and from faulty 
organization and distribution of the re- 
sources of medicine, this may be even 
more strongly said about dental care. 

Prepayment and new patterns of 
organization of dental care, as with 
medical care, are in a very early stage of 
development. There is no doubt that 
restorative as well as maintenance dental 
care must be prepaid, if dentists are to 
solve the problem of bringing good dental 
care to all the people. 

Like medicine, dentistry has become 
highly specialized. Group practice of 
dentistry will grow as its greater efficiency 
becomes more widely recognized. More- 
over, the inexorable need for greater 
economy and high quality of care will 
encourage the integration of dentistry, 
medicine and the other health disciplines 
as parts of one field of health care. The 
obvious advantages to the professions and 
to the patients of dentists and physicians 
working together under one roof will re- 
sult in the growth of integrated groups. 

The attention which the American 
Dental Association has given this problem 
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augurs well for the future. The Associa- 
tion has wisely adopted a constructive 
policy of offering help not only to its 
constituent state and local societies, but 
also to union and other lay groups wish- 
ing to obtain prepaid dental care. The 
Association’s booklet, Group Dental 
Health Care Programs® and its set of 
principles for determining the accept- 
ability of dental prepayment plans*® 
serve as excellent guides. 

Recently, James Dunning"! presented 
to the American Association of Industrial 
Dentists an “appraisal procedure for 
closed panel group dental programs” 
which would appear to be a sound basis 
for moving forward. 

The statement in the American Dental 
Association’s publication Group Dental 
Health Care Programs” may well serve 
as a guide to all in dentistry and medi- 
cine: 

The most apparent need in the field of 
dental health education is an understanding 
by the public, both as individuals and groups, 
that the only sound and lasting dental health 
care programs are those which provide effi- 
cient, high standard dental health care to the 
patient. Such programs must also result in an 


adequate sense of personal fulfillment and 
material return to the providers of the service. 


10. American Dental Association, Council! on Denta 
Health. Principles for determining the acceptability 
of dental prepayment plans (revised, 1955 Mimeo 


graphed. Chicago, American Dental Association 

11. Dunning, James M. Appraisal procedure for 
closed-pane! group dental programs. Presented at meet 
ing of American Association of Industria! Dentists 
Philadelphia, Apri! 1956. 
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The Human Body * The human body is the magazine of inventions, the patent office, where 
are the models from which every hint is taken. All the tools and engines on earth are only 
extensions of its limbs and senses. Ralph Waldo Emerson. 
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A technic and occlusal form 


designed to produce stability in dentures 


Wayne B. Ford, D.D.S., Sherman Oaks, Calif. 


The outstanding problem in_prostho- 
dontics today is occlusion. Occlusal prob- 
lems are directly responsible for much of 
the dissatisfaction with complete den- 
tures. Patients wearing complete dentures 
complain of soreness and tipping, espe- 
cially with a lower denture. The dental 
profession is still seeking to solve complex 
problems in order to achieve stability 
under biting stress (nontipping) , balance, 
comfort, and efficiency. These are prob- 
lems in occlusion, for such problems are 
directly related to the teeth, their occlusal 
form, their arrangement on the ridges, 
their relation to each other and to the 
other components of the masticatory 
organ. The more complex the occlusal 
form, the greater is the chance for error 
in occlusion. 

To obtain adequate results with the 
anatomic teeth commonly used today, 
it is essential that complicated and 
elaborate technics and equipment be 
used. Boswell,’ in discussing modern pros- 
thetic technics, says: “ a point is reached 
in all technical procedures . . . where the 
quest for further efficiency results in an 
elaboration and complication out of all 
proportion to the gain secured.” Modern 
technics seem to be designed for the 
specialist. All dentures are not made by 
specialists. There has long been a need 
for a simple, less mystifying procedure 
a method that can be used on every pa- 
tient, with confidence that the finished 


dentures will maintain health and restore 
function—a way that will not create oc- 
clusal problems. 

Clinical examination of denture-wear- 
ing patients too often reveals discrepan- 
cies in the distribution and direction of 
forces. Something seems to be lacking in 
the plan to have all of the components 
working in harmony as a unit. There is 
seldom protrusive or lateral balance, and 
usually a shifting of the base over the 
soft tissue when closing in centric position 
is evident. Stability under unilateral bit- 
ing stress is rarely found. 

Observation of the discrepancies and 
the attendant malocclusion and trauma 
seen in many patients prompted a search 
for a way to orient teeth in the mouth in 
harmonious relation with all other fac- 
tors. Considering the problem from the 
standpoint of biology and physics, the 
adjustable occlusal plane recorder was 
developed as the simplest way to orient 
the occlusal plane so that it would be in 
harmony with the temporomandibular 
joint. 

To produce freedom of movement, 
stability, balance and efficiency, which in 
turn preserve the health and comfort of 
the supporting tissues, the center-crest 
tooth with crossing knives proved to be a 
logical solution. These teeth can cope 


|. Boswell, J. V. Practical occlusion in relation to 
complete dentures. J.Pros.Den. |:307 May 195!. 
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with the slight change caused by the 
settling of the dentures; anatomic cusp 
teeth cannot. 

In order to preserve the precise occlusal 
plane, and all other relationships that are 
sealed in the mouth in bite registration, 
and to carry them through the laboratory 
without change, the occlusal guide plate 
was developed. It provides a definite 
plane to which the teeth are “set up.” In 
turn, the finished dentures can be placed 
in the mouth without posterior occlusal 
correction. These three developments will 
be discussed later. 


ANALYSIS OF OCCLUSAL PROBLEMS 


Anatomic teeth present a complex ar- 
rangement of projections which are sup- 
posed to mate and interdigitate with pre- 
cision. Every denture settles to some de- 
gree, which results in reduced vertical 
dimension. The immediate result is mal- 
occlusion. The amount of change varies 
in different mouths according to the 
resiliency of the tissue. In this slight 
change in vertical dimension, the con- 
dyles can remain in centric position in 
their fossae, but the dentures cannot 
maintain their original centric occlusal 
interdigitation without trauma. In any 
amount of closures, a denture seated on 
the mandible cannot escape a change for- 
ward in relationship relative to the den- 
ture seated on the maxilla. The cusps, as 
they are brought together and approach 
occlusion, will force themselves into inter- 
digitation by riding on the mesiodistal 
slopes of the opposing cusps and cause 
the dentures to skid on the supporting 
tissue. A slight change is difficult to see 
or to detect. Cusp teeth demand that 
interdigitation be precise and unchang- 
ing. Slight movement resulting from this 
altered occlusion produces interference 
which causes trauma, increased ridge re- 
sorption and loss of retention. 
Interference will prevent the normal 
muscles from carrying the mandible and 
condyles to centric position. Stresses ap- 
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pear, for the muscles are obligated to take 
the mandible and condyles to centric po- 
sition at the end of chewing and swallow- 
ing cycles. This creates a disharmony in 
the relation of all of the components of 
the masticatory organ. If there is any in- 
terference in occlusion, something will 
suffer. 

Anatomic cusp teeth tend to aggravate 
these changes in relationship. Loss of 
vertical dimension causes the pressure to 
be transferred toward the anterior pro- 
gressively, in relation to the amount of 
closure. In the ensuing irritation, more 
and greater changes and destruction ap- 
pear. It is a vicious cycle. The more the 
bumping and riding of cusps, the more 
loss of tissue and bone. The greater the 
loss of these supporting tissues, the poorer 
the interdigitation, and the greater the 
movement. 

There is a close relation between the 
soreness caused by movement of the bases 
and the patient’s ability to chew. The 
movement of dentures is the result of 
cusps, whether purposeful as in “play- 
ing’ with the teeth, or unintentional as a 
result of change in relation due to 
settling. Most soreness and damage is 
produced when there is no food in the 
mouth, but the slight movement which 
causes soreness, rotates or shifts the base 
and causes loss of retention. The presence 
of soreness will not invite any heavy bit- 
ing force to be applied. 

Stability is necessary for a power stroke 
on resilient food. Without stability the 
balancing side leaves the ridge, often 
with a resulting “click” or snap, causing 
embarrassment and soreness. What is 
more important than comfortably seat- 
ing the dentures in all positions, under 
all conditions? 

Thompson® has listed the components 
of the masticatory organ: 

1. Temporomandibular joint 

2. Musculature 


2. Thompson, J. R. Concepts regarding function of 
the stomatognathic system. J.A.D.A. 48:626 June 1954. 
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3. Soft tissue and bone 

4. Teeth 

5. Blood and nerve supply, tongue, 
and so on 

These components must function har- 
moniously. From the prosthodontic stand- 
point, all but the teeth are “fixed” fac- 
tors. The other four are natural parts of 
the body, and if left unhampered will 
function freely and in harmony as a unit. 
(It must be emphasized that the occlusal 
surfaces and the occlusal plane of den- 
ture teeth can provide either freedom or 
trauma to the other components of the 
system. ) 

In edentulous mouths, an artificial 
component (dentures) must be inserted 
to complete the system. This means that 
the relationship of the occlusal surfaces 
of the teeth must be established so the 
teeth are in harmony with the influence 
of the temporomandibular joints, as the 
muscles direct the mandible in its varied 
movements. Further, these movements 
must be free, thus permitting the man- 
dible to carry the denture base and teeth 
in all possible occlusal contacts with the 
opposing teeth and base, with no trau- 
matic impingement on any part, espe- 
cially the occlusal surfaces, for they will 
transfer the trauma to the supporting 
tissue. Whatever is placed on the chew- 
ing surface—bumps or gliding surface 
will transfer a like effect to the support- 
ing tissue. It takes very little horizontal 
force anteroposteriorly at the point of a 
cusp to slide a lower denture over the 
soft tissue. Inasmuch as an artificial sub- 
stitute is being introduced which cannot 
be fixed rigidly to the supporting tissue, 
isn’t it more logical to substitute artificial 
teeth that will work in harmony with the 
other factors which are already working 
freely when left unhampered? 

The preservation of the health and 
comfort of the supporting tissues depends, 
to a large extent, on the employment of 
posterior teeth without mesiodistally in- 
clined planes; teeth that can cope with 
slight changes in relationships. More 


comfort and freedom of movement, more 
retention, stability, and patient satisfac- 
tion will be experienced with posterior 
teeth without cusps. 

Vertical dimension of occlusion, inter- 
occlusal space, centric position, rest posi- 
tion, all eccentric static and dynamic re- 
lations of occlusion, are controlled by 
the several muscles of mastication. Since 
the muscles control these relations, their 
anatomy and physiology must be under- 
stood. The dentist must train himself to 
see the relations and to know when they 
are right. In one instance the dentist can 
feel the muscle in function (when the 
mandible is in centric position) and 
thereby be assured that this important 
relation is recorded correctly. 

Some dentists think that they must use 
cusps to guide the mandible back to 
centric position, or to lock the mandible 
in this position. It is inconceivable that 
the power of the muscles, which pull and 
guide the mandible, can be overcome by 
cusps attached to a movable base seated 
on soft tissue. 


STABILITY 


Stability of complete upper and lower 
dentures under unilateral biting stress 
can be attained. This does not mean that 
a fixed or rigid relationship is obtained, 
for that is impossible with dentures seated 
on soft tissue overlying bone. A denture 
is stable when the forces applied to food 
under biting stress do not substantially 
alter the relation of the dentures to the 
underlying tissue. In other words, there 
is no wobbling or tipping off the ridges. 
It must be realized that it is necessary to 
control forces before dentures reach oc- 
clusal contact, as well as to control them 
in all possible occluding positions. 
Stability should not be confused with re- 
tention. A denture may possess retention 
and yet not be stable. 

Modification of function necessitates a 
modification of form. The occlusal sur- 
faces of a properly designed nonanatomic 
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tooth can help to keep the denture seated 
in place. 

Atmospheric pressure and _ surface 
tension alone are inadequate to keep a 
denture from tipping. The only factor 
which can be depended on to seat the 
denture, prevent tipping, and provide 
stability under unilateral biting stress is 
the form of the occlusal surface of the 
posterior teeth and their position on the 
ridge, provided they are in harmony 
with the temporomandibular joint and 
the muscles. 


CENTER-CREST MATING 
TOOTH BLOCKS 


Buccolingual Aspect * By placing the 
crest of the tooth in the center and hav- 
ing the occlusal working faces slope 
slightly at an angle downward and out- 
ward, the relation of the working face 
to the center of mass is changed, and in 
turn the direction of force is changed. 
To direct the center of force toward the 
dynamic center of the mass will give auto- 
matic balance and stability. This form 
follows simple laws of physics. 


In order to have an occlusal form that — 


would direct forces vertically and some- 
what lingually, one that would auto- 
matically seat and stabilize the denture 
under biting stress, the center crest tooth 
with sloping occlusal face form was 
chosen (Fig. 1, above). 

It is important that the upper and 
lower posterior teeth be mating parts so 
as to function as a unit. The lower tooth 
block is formed so that it meshes precisely 
with the upper tooth block. Each working 
face is at an angle to allow for rise in 
protrusion and balance in all lateral and 
eccentric movements (Fig. 1, below). 


Anteroposterior Occlusal Aspect * The 
tooth blocks are made of acrylic resin 
with metal inserts. The lower first bi- 
cuspid has no metal insert, to avoid show- 
ing metal in speech. The occlusal pattern 
is in a chevron design, the knives of the 
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lower opening toward the posterior, while 
on the upper the opposite is provided 
(Fig. 2). The resultant crossing knives 
provide cutting or shearing action. The 
center crest of the lower fits against a 
duplicate mating surface of the upper 
tooth block which is a little wider than 
the lower. This provides for mashing and 
trituration and milling near the end of 
the chewing stroke and when the teeth 
are in centric relation. 

The working faces are milled precisely 
to provide straight and precise planes so 
that all knives and center crests of the 
lower teeth and knives and center occlusal 
surfaces of the upper touch when in 
centric relation. The angle of the slope 
which provides the center crest height is 
so measured that there is free balanced 
contact in all eccentric and centric move- 
ments. The working occlusal surfaces 
have no prominences that might hinder 
gliding movements. Beyron® states, “A 
form of occlusion permitting multidirec- 
tional gliding movements is the best.” 
Head* reported that a lateral shearing 
action requires only 20 per cent of the 
force necessary to perform a purely ver- 
tical stroke during mastication. 

In placement of the teeth on the ridge, 
the center crest of the lower block is 
about % inch lingual to the position 
taken by the buccal cusp of an anatomic 
tooth in the same spot—a better relation 
for forces under biting stress. Forces are 
directed lingually. Adequate escape ways 
are provided. There are no wells or traps 
to pack food, and the teeth are self- 
cleansing during mastication. 

The occlusal surfaces are wear re- 
sistant. Provision is made for grinding 
the anteroposterior length of the units. 
They may be trimmed buccolingually 
where necessary. In instances of abnormal 


3. Beyron, H. L. Characteristics of functionally opti- 
mal occlusion and principles of occlusa! rehabilitation. 
J.A.D.A. 48:648 June 1954. 

4. Head, Joseph. The human skull used as a gnatho- 
dynamometer to determine the value of trituration in 
mastication of food. D.Cosmos 48:1189 Dec. 1906. 
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relation of ridges, the center crest of the 
lower, and the center surface of the 
upper, are made diagonally off center. 
The teeth are carved so as to present a 
pleasing appearance of natural form. 


BITE REGISTRATION 


To establish the correct functional oc- 
clusal plane within the denture space, 
the biologic aspect must be considered, 
for the outcome depends on the free and 
and 


harmonious action relation of 


muscles, temporomandibular joint, sup- 
porting tissue and occlusal plane. When 
the occlusal plane is being established, a 
thorough knowledge of the anatomy and 
physiology of the masticatory organ is 
needed, for it is here that all the relation- 
ships of the component parts are re- 
corded. The goal is to balance the forces, 
and thereby achieve harmony of relations. 

In this technic, harmonious function 
of the skeletal and muscular components 
depends on the correct occlusal plane. 
Its establishment is of paramount im- 


\J 
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Fig. | * Above: Mating center-crest tooth blocks in centric rela- 


tion. Below left: Mating 


center-crest tooth blocks in 


lateral 


movement, showing lateral balance. Below right: Mating center- 
crest tooth blocks in protrusive movement 
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portance. All of the information is re- 
corded simultaneously and sealed in the 
mouth. The information thus secured is 
maintained carefully and is_ carried 
through the laboratory, center- 
crested tooth blocks are set precisely to 
the plane established. 

It must be understood that what the 
patient feels in contacts of the planes 
(equal pressure all the way round and no 
premature contact at any point on the 
steel rims) will be felt in the finished 
dentures on the occlusal surfaces of the 
teeth. 

The development of the plane obvi- 
ously will require some manipulation of 
the occlusal rims of the bite blocks (Fig. 
3). To make the operation simple and 
accurate, stainless steel rims were ma- 
chined with adjustable jacks attached at 
the posterior aspect on the right and left 
sides of the rim. Posteriorly the jacks are 
attached with wax to the well-fitting 
baseplate in such a manner that they may 
be elevated easily or lowered by turning 
a knurled fitting with the tip of the index 
finger. The anterior portion of the steel 
rim is mounted on a small pillar of wax 
adjusted to the desired height. 

The starting point in recording the 
relation of the mandible to the maxilla 
and the plane is to establish the length of 
the upper anterior teeth. The upper steel 
rim is adjusted so that about 2 mm. shows 
beyond the relaxed lip. This is done for 
esthetic reasons. 

The lower rim is adjusted to be level 
with the lower lip. This measurement is 
subject to change, depending on the in- 
terocclusal space and vertical dimension. 
Then the upper and lower rims are 
brought into apposition, level with the 
base of the retromolar triangle. This is 
done by turning the knurled fitting at the 
posterior aspect of the upper and lower 
rims. The adjustment is easy. All that is 
required is a light touch with the tip of 
the index finger. After the tentative ver- 
tical dimension is established, the inter- 
occlusal space is recorded. 
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Fig. 2 * Finished dentures. Crossing knives pro- 
vide shearing action that gives these teeth their 
outstanding efficiency 


RECORDING OF INTEROCCLUSAL SPACE 


Interocclusal space is an important fac- 
tor in insuring the harmonious function 
of all of the parts of the masticatory sys- 
tem. Its establishment involves the 
physiologic action of the muscles during 
speech. There is a chain of muscles en- 
circling the head from the cranium to 
the hyoid muscles, attached to the thorax, 
which is arranged for the coordinated 
movement of the components of the 
masticatory system. The mandible and 
temporomandibular joints are stabilized 
by the controlling action of muscles. Ac- 
cording to Sherrington’s law of reciprocal 
innervation, control of a given muscle 
is carried out by its antagonist. The stimu- 
lation of one group of muscles in con- 
traction causes the opposing muscles to 
relax proportionately. 

The muscles of mastication, and other 
muscles and their antagonists, the infra- 
mandibular muscles, are brought into 
play during speech. The anterior teeth 
are brought into position and poised there 
to emit the “S” sounds. The rims must be 


¢ 
3 
| 
‘Pt 


218 © THE JOURNAL OF THE AMERICAN DENTAL ASSOCIATION 


Fig. 3 © First row, left: Arbitrary plane before adjustment; right: protrusion on an arbitrary plane 
usually produces contact anteriorly with space posteriorly. Second, row, left: In protrusion, lower pos- 
terior rim is adjusted to contact upper rim; right: previous adjustment (see first row, right) shifts 
contact to the posterior in centric position. Third row, left: Upper occlusal rim is now adjusted to 
equal contact; right: protrusive movement is now in harmony with temporomandibular joint. Bottom 
row: Centric position now showing occlusal plane oriented so as to be in harmony with temporo- 
mandibular joints and in apposition, with equal pressure 


adjusted so that the space will not be less 
than 2 mm. from occlusal vertical 
dimension. The anterior of the lower rim 
is adjusted up or down to allow for 
proper clearance. This will insure that 
there will not be constant contact or 
clicking during speech. The anterior ad- 
justment is simple. It is possible to add to 
the anterior length by the addition of 
wax to the pillar under the steel plane. 
To reduce the length, the pillar is heated 
with a hot spatula and pressed to the 
new position. 

Interocclusal space or clearance must 
not be confused with freeway space. In- 
terocclusal space is developed by pho- 
netics and is a phonetic clearance. This 
clearance might be termed a reflex. It 
is the result of a movement of the man- 
dible to a point between rest position and 
occlusion. 


ADJUSTING AND ORIENTING 
THE OCCLUSAL PLANE 


With this method the patient is instructed 
to close his jaws in centric position (Fig. 
3, first row, left) and slide protrusively 
to the extent of the functional range and 
hold the position. Usually there will be 
a space posteriorly between the upper 
and lower rims (Fig. 3, first row, right). 
While the patient is holding this pro- 
trusive position, the lower jacks are ad- 
justed up to bring the posterior portion 
of the lower rim into contact with the 
upper rim (Fig. 3, second row, left). 
Then the patient is instructed to return 
his mandible to centric position to bring 
the rims into light contact. The only point 
of contact will be posteriorly, on both 
sides (Fig. 3, second row, right). The 
upper jacks are adjusted up until there 
is contact of the rims all the way around 
(Fig. 3, third row, left). This is repeated 
until the rims are in near apposition while 
the patient moves his jaw from centric 
into protrusive position (Fig. 3, third 
row, right) and back to centric position 
(Fig. 3, bottom). Lateral movements 
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are checked to determine the condylar 
influence in lateral excursion so that the 
teeth can be set to meet this influence. 
This simple procedure adjusts and orients 
the occlusal plane so that it is in harmony 
with the temporomandibular joints and 
muscles during function. It is necessary 
to have equal pressures posteriorly from 
the cuspid back, on both sides, with no 
area of premature contact in centric po- 
sition. This is accomplished by watching 
and feeling as the patient slowly closes his 
mouth several times and touches the 
upper and lower rims in centric position. 
Adjustment of the jacks on the upper rim 
will correct any unequal pressure that 
may be present. 

It is interesting to note that a plane 
so developed will approximately parallel 
the alveolar ridges. 

It will be necessary to fill wax in be- 
tween the posts and bases to make the 
upper and lower buccal aspects a smooth 
waxed surface from the periphery of the 
upper to the periphery of the lower when 
in contact, before the centric position is 
recorded. 


RECORDING CENTRIC POSITION 


Three checks are used when centric posi- 
tion is recorded. 


1. The posterior fibers of the temporal 
muscle are felt. 


2. A line is cut across the buccal sur- 
faces of the upper and lower bite-blocks, 
to check closure from rest position. 


3. An extraoral tracer is used. 


Centric position is a mandibular posi- 
tion. 

Centric occlusion is a tooth relation. 

Robinson® states that “the temporalis 
muscle fans out so that the posterior 
fibers are parallel to the occlusal plane. 


5. Robinson, M. Temporomandibular joint 
reflex controlled nonlever action of the 


J.A.D.A. 33:1260 Oct. 1946. 


theory of 
mandible. 
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The posterior fibers act to pull the man- 
dible backward.” 

The mandible is brought into centric 
position by muscles and not by the in- 
tercuspation of the teeth. The posterior 
fibers of the temporal muscles contract, 
and as a result the bulge can be felt as 
the mandible is pulled back into centric 
position when the fingers are held against 
the sides of the head slightly posterior to 
the superior attachment of the ears, 
median to the helix. Again the law of 
reciprocal innervation comes into play. 
The external pterygoid muscle acts as an 
antagonist and provides reciprocal action 
against the contraction of the posterior 
fibers of the temporalis muscle. This helps 
to produce the bulge felt in the temporalis 
muscle. At the same time the external 
pterygoid muscles prevent the condyles 
from being displaced distally. If the 
muscles are normal and healthy, the 
forces exerted between the posterior pull 
of the temporal muscles and the re- 
sistance of the external pterygoid muscles 
cause the condyles to assume their natural 
centric position, well centered in their 
fossae. Of course, other muscles, liga- 
ments, and tissues play their part in the 
centric positioning of the condyles. 
Centric position is only present when 
there is a simultaneous bulge of the pos- 
terior fibers of the temporal muscles on 
both sides. This contraction cannot be 
held for a long period of time. Partial 
relaxation of both the temporal and ex- 
ternal pterygoid muscles and other clos- 
ing muscles gives a feeling of comfort 
or rest at occlusion, just anterior to 
centric position. Any contraction felt in 
front of the ears cannot be accepted as 
evidence of centric position. 

Sicher® defines centric position as fol- 
lows: 

Centric position is the physiologic, balanced 
position of the mandible in which not only the 
teeth are in normal relation but also the 
temporomandibular joints and the mandibular 
musculature are in harmony. It is, therefore, 


the “ideal” position of the mandible and 
should, in a normal dentition, coincide with 


the median occlusal position. . . . There is no 
doubt . . . the majority of individuals . . . can 
execute a retrusive movement of a magnitude 
varying slightly, about 1 mm. 

Such retrusive movement can be made 
only when the posterior fibers of the 
temporal muscles are reinforced by the 
retractive action of the geniohyoid and 
digastric muscles. A strained, unnatural, 
extreme position results. 

After checking centric relation by feel- 
ing the posterior fibers of the temporal 
muscle, and while the patient is holding 
his mandible in centric position, lines are 
drawn across the buccal surfaces of the 
wax bite-blocks from the upper to the 
lower. These same lines are used as a 
check in the hingelike movement of 
closure from rest position. Because of 
habits established with natural teeth, as 
of malocclusion, and because the closure 
is relaxed or unstrained until the pos- 
terior fibers of the temporal muscles con- 
tract to carry the condyles into centric 
position, patients will sometimes close 
slightly forward of the lines drawn. 
Further check with the extraoral tracer, 
and especially rechecking the “muscle 
bulge,” will assure the operator of true 
centric position. 

In instances of severance of the nerves, 
injury, or lack of muscle tone, when no 
contraction is felt in the muscles on one 
or both sides, the other two checks will 
provide a means of recording centric po- 
sition. The bite-blocks are sealed in 
centric position in the mouth and are de- 
livered to the laboratory. 


LABORATORY PHASE 


The laboratory phase, together with the 
technic in the mouth, determines the suc- 
cess or failure of finished dentures. This 
is not a criticism of the excellent work of 
laboratory technicians. Their procedures 
should be guided by the dentist’s ideas 


6. Sicher, H. Positions and movements of the man- 
dible. J.A.D.A. 48:620 June 1954, 
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and by the information supplied in and 
with the bite registration. 

The procedure is, first, to establish the 
correct relations in the mouth, then have 
the teeth set up in the laboratory so that 
these harmonious relations are returned 
to the mouth unchanged. 

In the technic described herein, a 
mounting frame is used to mount the 
sealed bite-blocks on the articulator. 


Maintaining the Established Occlusal 
Plane Through the Laboratory Phase * 
The laboratory must be furnished with 
the definite occlusal plane, to be followed 
exactly in the setup; that is, the plane on 
which the teeth will function in harmony 
with the temporomandibular joints and 
muscles and supporting tissue. 

An occlusal guide plate is next intro- 
duced and attached to the universal joint 
of an adapter which is secured on the 
base of the articulator, midway between 
the two condyle guide posts. It is at- 
tached to a universal joint, and can be 
raised or lowered or tipped from side 
to side. There are movable extensions, 
or fingers, on the top of the plate that 
can be moved across the steel rim which 
represents the occlusal surface of the 
lower denture (Fig. 4). The plate is 
multiadjustable so that it can re-establish 
and hold the occlusal plane as found in 
the mouth. This will place the occlusal 
guide plate in the same relation between 
the ridges of the models as that estab- 
lished between the ridges by the occlusal 
plane recorder in the mouth. Center- 
crest teeth set to this plane will function 
in the mouth smoothly and efficiently 
with no occlusal correction. 

The upper and lower rims are removed 
from the models and the ridges are ex- 
posed ; then the teeth can be set in proper 
relation to the ridges. 

Harmonious relations are recorded in 
the mouth, but precision must be built 
into the dentures in the laboratory. This 
can only be done by maintaining and fol- 
lowing the plane and relations as re- 
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Fig. 4 © Occlusal guide plate. Transferral of oc- 
clusal plane as recorded in the mouth to occlusal 
guide plate on articulator 


corded, and carefully setting the proper 
teeth in correct relation to the upper and 
lower ridges and equidistant from the 
center line. Many dentists have had the 
experience of sending carefully developed 
bite registrations to what he supposed to 
be a precision laboratory, only to find that 
the laboratory had its own ideas about 
the orientation of the occlusal plane and 
changed it, without consultation. In 
other instances, not having convenient 
room for posterior teeth, the laboratory 
technicians have opened the bite. If they 
are given a definite plane to set to, and 
understand the importance of the occlusal 
plane, laboratory technicians will not re- 
sort to such practices. 

Closure of the bite can be effected un- 
knowingly if an incisal guide pin is not 
used to hold the opening, and if it is not 
referred to constantly as a check in the 
setup. 


Tooth Placement by Laboratory * The 
entire setup of teeth follows the func- 
tional occlusal plane (the focal point in 
integrating all relations) established in 
the mouth and transferred and main- 
tained on the articulator, as in the follow- 
ing procedure: 

1. With the ridges exposed to view, 
the anterior teeth are set to the occlusal 
plane correctly for esthetics and function. 
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2. Upper and lower tooth blocks are 
sealed together in their correct occlusal 
relation. 

3. Posterior tooth blocks are arranged 
in correct relation to ridges and equally 
distant from the center line. It is im- 
portant that the tooth blocks are arranged 
at an equal angle from the center line, 

The tooth blocks are tipped at an angle 
buccolingually, the lingual angle lower 
than the buccal, to take care of the in- 
fluence of the condyle in lateral move- 
ment and to insure balancing contact in 
these excursions. 

The tooth blocks are secured in correct 
position against the occlusal guide plate 
to avoid movement in the warm and 
shrinking wax (Fig. 5). 

After the finish waxing, the occlusal 
guide plate is replaced in position, and 
the teeth are again checked with a 
straight edge to see that all surfaces of 
the teeth that should touch, contact the 
surface of a common plane. Also they 
are checked to see that the upper and 
lower teeth and tooth blocks are in their 
proper relation to each other. 

The dentures are then processed and 
finished. 

When it is known that all relations 
were correctly recorded in the mouth, 
and that the laboratory has not changed 
these relations, it is not necessary for 
the dentist to “keep his fingers crossed” 
hoping that all is well on delivery of the 
dentures. He can know that everything is 
right. The dentist can give the patients 
what they rightfully expect—comfort, 
function, efficiency, stability, balance and 
esthetics. 


NONMASTICATORY MOVEMENTS 


Nonmasticatory movements are those 
made without food being present. These 
relations in occlusion include centric, pro- 
trusive, right and left lateral movements, 
or any combination of these. Such move- 
ments can be traumatic, so the occlusal 
surfaces of the teeth must be formed and 


Fig. 5 © Upper and lower posterior tooth blocks 
are sealed together and secured in place on oc- 
clusal guide plate 


positioned to balance and stabilize the 
pressures of denture bases on the under- 
lying tissue with no torque or shift. 

When the tooth and technic described 
herein are used, all the movements are 
free, gliding movements, with bilateral 
balance in every excursion. In any jaw 
movement the dentures remain seated on 
the ridges, and lateral movement of the 
base on the underlying tissue is hardly 
perceptible. The adjustment of the oc- 
clusal plane produces an anteroposterior 
balance, whereas the bilateral balance 
is the resuit of the shape of the tooth 
blocks and their positioning (level side 
to side, equal pressure, and other fac- 
tors). In lateral movement the center 
crests rise at the same time as the tooth 
blocks glide in contact along their pe- 
culiar and distinct pathways of the work- 
ing and balancing sides. 

The adjustment of the occlusal plane 
will place the load or force on the pos- 
terior teeth. The load must be kept as 
near the center, anteroposteriorly, as pos- 
sible, in the region of the second bicuspids 
and first molars, in order to seat the den- 
tures against the supporting tissues with 
equal pressure, and in turn insure reten- 
tion and stability of both dentures. The 
proper placement of forces, combined 
with the free gliding balanced contacts 
of the teeth, will help to preserve the 
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Fig. 6 © Left: Teeth in centric position, showing overjet of 4.5 mm. Right: Same patient; free gliding 
and balanced protrusion are evident 


health and comfort of the supporting 
tissues, and provide freedom to the other 
components of the masticatory organ. All 
factors will function in harmony. In 
eccentric movement, there should be 
merely a gliding contact of the anterior 
teeth with balanced pressure on the pos- 
terior teeth, to avoid dislodging factors 
and destruction of the anterior ridges. 


DYNAMIC MOVEMENTS 


Dynamic or functional movements are 
made with a bolus of food interposed be- 
tween upper and lower dentures, under 
biting stress. It is during this eccentric 
power movement on resilient food that 
the form of the occlusal surface of pos- 
terior teeth is of such paramount im- 
portance. 

For many years dentistry has been seek- 
ing to make a lower denture that would 
be stable under unilateral biting stress; 
in other words, one that would withstand 
the tipping leverage when food is being 
crushed on one side. Because of the 
greater retention of the upper denture, 
any mismanagement of directional forces 
before the teeth reach occlusal contact 
tends to occur at the expense of the lower 
denture, thus making it unstable. 

During mastication, while closing into 
a resilient bolus of food such as meat, the 
increased pressure of the stroke will not 


set up dislodging forces if the center- 
crest tooth is used. All of the components 
are in a better and more logical position 
for a power stroke. The center crests of 
the lower teeth are in a favorable posi- 
tion over the ridge. The sloping occlusal 
surfaces direct the force lingually. The 
point of origin of force, being very near 
the center of the teeth buccolingually, 
provides a directed force that will not 
unseat the dentures under biting stress. 


PROTRUSIVE MOVEMENTS 


The importance of protrusive movements 
is often minimized in articles discussing 
occlusion and articulation. The protrusive 
movement is just as important as any 
other movement. It is impossible to dic- 
tate a set of rules as to where, how, or 
when the patient shall bite or move. The 
patient expects the dentures to be com- 
fortable and stable in all movements. 
Protrusion is necessary for incisal move- 
ment and for speech. It is used in combi- 
nation with many lateral movements in 
the act of chewing, and naturally there 
is a slight protrusion as a result of adapta- 
tion, 

In instances of Class II malocclusion, 
an overjet of 5 or 6 mm. or more may 
be present (Fig. 6). With anatomic teeth, 
patients with this malocclusion comprise 
one group of “problem or difficult cases,” 
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simply because in any protrusive or lateral 
protrusive movement, any contact of the 
cusps of anatomic teeth moves or rocks 
the dentures. Patients with Class II mal- 
occlusion are pointed out because the 
discrepancy is more apparent in this type, 
but the moving of the denture when 
anatomic cusp teeth are used is no more 
annoying or uncommon than it is in more 
ideal maxillomandibular relations. Inter- 
digitating cusps of anatomic teeth cannot 
move in contact, into protrusion, with a 
gliding, nontraumatic action. 


BENNETT MOVEMENT 


Granger’ says: 

The Bennett movement is also a power 
movement it is a bodily side shift in 
lateral excursion if during lateral ex- 
cursion, the condyle on the working side made 
a simple rotation, then the Bennett movement 
would not present any problem. As the con- 
dyle is rotating on the working side, it is also 
moving bodily across the fossa. The mandible 
is describing a path around a moving center. 

Boucher® observes, “Most articulators 
do not duplicate the Bennett movement.” 

The center-crest tooth overcomes the 
influence of the Bennett movement 
simply by a slight rotary movement of 
the center crest of the lower teeth on 
the sloping surfaces of the upper pos- 
terior teeth. This produces rise without 
torque or interference, and at the same 
time balances the dentures as the man- 
dible slides laterally. It is in the natural 
dentition and in the use of anatomic teeth 
in prosthetics that the Bennett movement 
is troublesome. 


COPING WITH CHANGING RELATIONS 


Center-crest tooth blocks, when the tech- 
nic described is employed, can withstand 
slight changes in relationship; at the same 
time there is no change in comfort, bal- 
ance, stability or efficiency. 

As a result of the slight adaptation of 
the supporting tissue to the dentures, the 
mandible goes upward and forward, but 


the condyles do not leave their centric 
position. The shift of pressure to the an- 
terior is nullified, because in any pro- 
trusive movement the buccal slopes of 
the lower tooth blocks move in balanced 
contact against the mating buccal slopes 
of the upper tooth blocks. The pressures 
remain on the posterior teeth. There is 
free gliding movement because there are 
no cusps to lock or interfere. There is no 
interference to prevent the muscles from 
taking the mandible back to centric posi- 
tion, and there is no resulting malocclu- 
sion to produce soreness of the ridges. 
The patient will be comfortable and the 
teeth will be in occlusal balance in any 
mandibular position. The patient will not 
have to grope in an effort to find a posi- 
tion in which mastication is possible. 


REMARKS 


The tooth and technic described herein 
have been used over five years. They 
have proved successful under varying 
conditions of size, shape and relationship 
of the ridges. 

The author is a denture wearer and has 
made numerous comparisons. 

Balance and stability are such that 
most of these dentures are made roof- 
less. Some are made both roofless and 
flangeless. The roofless denture is not a 
new idea in dentistry; neither is the 
flangeless denture. The roofless denture 
has been reintroduced from time to time 
and has met with occasional or partial 
success. Its failure in the past may be 
attributed to the same causes of denture 
failure and soreness as have been empha- 
sized in this article. 


CONCLUSION 


The problems of ridge soreness, loss of 
tissue and bone, and general dissatisfac- 


7. Granger, E. R. Functional relations of stomato- 
gnathic system. J.A.D.A. 48:638 June 1954. 

8. Boucher, C. O., Occlusion in prosthodontics. J. 
Pros.Den. 3:633 Sept. 1953. 


tion, usually can be traced to the trauma 
resulting from the inability of maintain- 


ing cuspal relations after placement of | 


the dentures. Cuspal relationships usually 
are lost, even though precision technics 
and elaborate equipment are employed. 
Only the instances in which there was 
completely healed supporting tissue and 
bone are discussed herein. Changes of the 
tissue with an immediate denture are 
expected and unavoidable, however, and 
more readily result in loss of all relation- 
ships. In making treatment dentures, 
there is less soreness, the former relations 
can be more easily re-established, and 
patients are happier, if the tooth and 
technic described herein are used. 

The dentist’s goal should be to 
produce stable, comfortable, efficient, 
esthetically acceptable dentures for his 
patients, and these conditions should be 
maintained over a reasonably extended 
period of time. The patient’s comfort, 
ability to chew with no wobble or clicking 
(displacement) , and with all-round satis- 
faction, must be achieved. In accepting 
the patient, regardless of the fee, the 
dentist has taken on the obligation of 
maintaining (1) the health of the tissues 
and (2) the harmonious function of the 
masticatory organ. It can be done. 

Thought and effort have been directed 
toward treatment of the problem so that 
all parts of the dynamic masticatory sys- 
tem will function collectively as a bio- 
logical unit. The objective has been to 
integrate all of the basic principles in- 
volved in the making of dentures and to 
incorporate them into a simple yet defi- 
nite technic. 

In order to carry out all of the tech- 
nical procedures of bite registration and 
not violate any of the physiological or 
anatomic principles concerned, it was 
necessary to develop the adjustable oc- 
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clusal plane recorder. Through the use 
of this adjustable recorder, the achieve- 
ment of normal function and harmonious 
relations has been simplified. The correct 
functional occlusal plane, in harmony 
with the temporomandibular joint, can 
now be assured. It is a vital factor in 
the production of integrated relations. 

The variability of mandibular path- 
ways requires a form of occlusal surfaces 
of the teeth that will provide equal, 
simultaneously balanced contact to seat 
the dentures in all excursions, without in- 
terference. These requirements are met 
by the use of center-crest posterior teeth. 
This form provides stability in the den- 
ture, and slight changes in relations can 
be withstood. 

Harmonious relations are recorded in 
the mouth, but precision must be built 
into the dentures in the laboratory. When 
the occlusal guide plate is used, the plane 
and relations, as recorded and sealed in 
the mouth, are carried through the labo- 
ratory, thus making sure that none of this 
important information is lost. 

This method simplifies the procedure 
for the making of complete dentures by 
eliminating the necessity for finding the 
pathways of cusps, locating the hinge 
axis, the use of the face-bow, check bites 
and transfers, and it eliminates occlusal 
corrections. 

The making of successful dentures re- 
quires that the dentist “restore and main- 
tain the normal physiology of the mouth, 
seeking to cooperate with these structures 
rather than causing them to resist and 
cause pathologic conditions.’”® 
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Preservation of the dental pulp 


in deep seated cavities 


Harold Berk, D.D.S., Bethesda, Md. 


The response of the dental pulp to deep- 
seated caries and the agents used in 
restorative dentistry are major factors in 
determining the operative treatment of 
choice. It has been accepted as fact that 
involvement of the dentin effects a re- 
sponse in the underlying pulp.'* 

Embryologically and _ physiologically 
the pulp and dentin are closely related, 
and throughout life their relationship is 
a dynamic one. Injury to the dentin in 
the form of caries evokes a response in 
the pulp beneath the area of injury which 
is characterized by the formation of sec- 
ondary dentin.”* Whether the pulp 
suffers irreparable damage seems to de- 
pend on: (1) the speed and quantity of 
secondary dentin formation resulting 
from irritation caused by the carious 
process ;® (2) the degree of insult to the 
pulp inflicted by the dentist in his opera- 
tive procedure, and (3) the choice of 
filling material. 

A basic necessity in operative dentistry 
is the removal of all caries. If all carious 
dentin is not completely excavated, there 
is no way to determine whether sufficient 
secondary dentin has been formed to 
protect the pulp or whether the carious 
process has penetrated into the pulp. This 
information is necessary in order to estab- 
lish a plan of treatment. Therefore, any- 
thing short of removal of all caries repre- 
sents a therapeutic compromise. 


226 


After the carious dentin in a deep 
cavity has been removed completely, the 
pulp must be protected against irritation 
by sterilizing agents, cements and restora- 
tive materials.'®: '' The additional trauma 
caused by these agents may be enough 
to interfere with the healing mechanism 
of the pulp or cause necrosis. It is not 
unusual for the dentist to discover in the 
course of roentgenographic examination 
that a previously—and assumed success- 
fully—filled tooth contains a necrotic 
pulp, yet does not cause pain. Such a 
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failure can be prevented, in most in- 
stances, by the proper selection of a pro- 
tective lining or filling material. 


PULP PROTECTION 


It has been shown that calcium hydroxide 
when used as a liner protects the pulp 
against chemical irritation.'*:"* A liquid 
suspension of calcium hydroxide in 
aqueous methyl cellulose solution (Pulp- 
dent Liquid) has been particularly effec- 
tive in providing protection against 
chemical irritation when applied under 
silicate cement,’* probably one of the 
most irritating filling materials used in 
dentistry. Histological sections of teeth, 
after this liquid preparation has been 
used as a liner under silicate restorations, 
reveal normal, healthy pulps, free from 
inflammatory changes (Fig. 1, above). It 
is for this reason that this preparation 
has been chosen for use over all vitally 
exposed dentin prior to the placement 
of a cement base or silicate restoration. 
Because of its consistency, a thin layer 
of this liquid preparation is easily applied 
to the dentin with any simple applicator 
such as a spoon excavator, pellet of cot- 
ton, paperpoint or camel’s-hair brush. 
After the dentin is completely coated, 
is dried by a gentle stream of air until a 
dull white film develops. Immediately 
after the dentin is so coated, sensitivity 
of the prepared tooth is greatly reduced, 
and frequently is completely controlled. 
Since this lining material is water 
miscible, any excess around the margins 
may be removed by wiping with a moist 
pellet of cotton. If desired, mechanical 
removal with an explorer or similar in- 
strument is effective. When a cement 
base is placed over this liner, the patient 
experiences no pain. The neutralizing 
effect of the alkaline calcium hydroxide 
on the free acid may explain this phe- 
nomenon. Thus an inlay or crown can be 
cemented in a deep preparation after this 
liner has been applied, without creating 
pain or discomfort. 
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Often in the course of excavating a 
deep carious lesion, a minute opening 
into the pulp chamber is created which 
is unnoticed by the operator. That this 
opening is not always immediately ap- 
parent has been ascribed in part to the 
ischemic effect of local anesthesia on the 
pulp.'® Under such circumstances it is 
very important that the agent used to line 
the pulpal floor be capable of enhancing 
the normal healing mechanism of the 
pulp while protecting it from chemical 
irritation. Histological evidence has 
shown that calcium hydroxide, in addi- 
tion to providing protection against 
chemical irritation, may also stimulate 
formation of a new layer of dentin over 
the region of exposed vital pulp tissue 
(Fig. 1, below) 


PULPAL RESPONSE TO 
CALCIUM HYDROXIDE 


Healing of the pulp under calcium 
hydroxide and calcium hydroxide-methy] 
cellulose paste when used for pulp 
capping in human beings and in dogs’ 
teeth has been described.”?" Studies 
were made of histologic sections of hu- 
man teeth obtained at intervals ranging 
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Fig. | * Above: Photomicrograph of human tooth 


five weeks after liquid suspension of calcium hy 
droxide in aqueous methy! cellu 
used as cavity liner under silicate cement. A: site 
of cavity preparation; B: norma! dentin; C: vita 
pulp with normal pulp tissue. Below: Human tooth 
two months after pulp amputation in which cal 
hydroxide-methy cellulose paste was 
placed in contact with remaining pulp tissue. Pulp 
chamber is walled off by newly formed dentin 
consisting of: A: rapid forming irregular dentin 
that appears to contain entrapped fibroblasts; B: 
dense layer of regular tubular dentin which ends 
against pulp in predentin zone. A 
of new odontoblasts apparently formed from un 
differentiated mesenchymal! cells are visible at C 
and vital pulp tissue at D 


ose solution was 


cium 


continuous layer 


from three hours to two and one-half 
months after pulpal amputation and 
treatment with calcium hydroxide-methy! 
cellulose paste. Healing in these teeth ap- 
peared to occur by organization of the 
blood clot, with fibroblastic activity rer 
sulting in the formation of a protective 
callus of organic collagenous tissue. Calci- 
fication of the tissue was then noted, 
with entrapped fibroblasts often visible in 


the irregular dentin. In this tissue, silver 
staining demonstrated argyrophilic fibers 
which appeared similar to the Korff’s 
fibers (Fig. 2), normally seen in the 
embryonic development of the dentin.”* 
In approximately one month, odonto- 
blasts appeared—apparently formed by 
differentiation of mesenchymal cells— 
and then regular tubular dentin forma- 
tion followed. 

The presence of these argyrophilic 
fibers, followed by the formation of 
odontoblasts in a_ sequential pattern 
imitating the ontogenetic development 
of the tooth suggests strongly that the 
dentin formed is true dentin; thus it 
seems that the pulp is permitted, indeed, 
stimulated to repeat a pattern of dentin 
formation that will ensure its viability. 


PULP CAPPING 


Since the pulp heals so successfully after 
pulpotomy, an even greater incidence of 
success may be expected from pulp 
capping, where there is a smaller region 
of damaged pulp tissue and a large 
region of relatively intact adjacent pulp 
to aid in the mobilization of healing 
forces. The salutary effect of calcium 
hydroxide on the damaged pulp tissue, 
which results in the stimulation of 
odontoblast formation with consequent 
dentin generation, is responsible for the 
high rate of salvage now possible in 
vitally exposed carious teeth. 

Evaluation of the clinical status of the 
dental pulp is essential to safeguard the 
vitality of the tooth; yet, the methods 
now available often yield misleading in- 
formation. A pulp may contain a localized 
abscess and yet respond satisfactorily to 
pulp testing. Thus, to neglect to remove 
all caries for fear of creating an exposure 
into the pulp may carry with it the even 
greater hazard of jeopardizing the tooth. 
If the pulp is exposed on removal of all 
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Fig. 2 © Left: Photomicrograph of human tooth two months after pulp amputation in which calcium 
hydroxide-methy! cellulose paste was placed in contact with remaining pulp tissue. Section was stained 


with silver nitrate. A: newly formed regular dentin; B: argyrophili 


fibers resembling Korff's fibers; C: 


pulp. Right: High power view of area outlined in picture at left. Argyrophilic fibers are demonstrated 


caries, however, certain criteria are essen- 
tial for successful pulp capping: (1) the 
exposed pulp must be vital; (2) bleeding, 
if present, should be slight and easily 
controlled; (3) ideally, the pulpodentinal 
membrane should be intact, or if pene- 
trated mechanically, should be free of 
lacerations. If these criteria are fulfilled, 
the size of the exposure, within fairly 
wide physiologic limits, is not too im- 
portant. No longer must a tooth with an 
exposure larger than a pinhead be con- 
sidered as having a poor prognosis for 
survival. 

Pulp capping is not recommended if 
there is: (1) contamination by saliva; 
(2) laceration forcing contaminants into 
the deeper structures of the pulp; or (3) 
pus, serum, or necrotic cells indicating 
long-standing infection not limited to 
surface pulp. 


PULP CAPPING TECHNIC 


The technic employed for successful pulp 
capping must have the following objec- 
tives: It must promote healing of the 
pulp, stimulate growth of new dentin, 
and protect the pulp from additional 
irritation. This can be accomplished 
readily by the application to the dentin 
and exposed pulp of a liquid and 
paste respectively, consisting of calcium 
hydroxide and methyl cellulose, which is 
covered with zinc phosphate cement. The 
cavity must be completely prepared and 
ready to accept a restoration before the 


pulp is exposed. 


Black’s** classical cavity preparation, 
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Fig. 3 © Left: Bicuspid of 38 year old woman three months after capping with calcium hydroxide- 
methy! cellulose paste. This tooth was reopened to demonstrate new dentin which had formed at site 
of exposure. A: radiopacity representing layer of sclerotic dentin bridging pulp exposure; B: pulp. 
Right: Molar from 18 year old boy five months after successful pulp capping with calcium hydroxide- 
methyl cellulose paste. A: amalgam restoration and cement base: B alcium hydroxide-methy 
cellulose paste; C: dense layer of sclerotic dentin depicting healing of exposed pulp tissue with new 


dentin formation: D: pulp 


outline form, retention and _ resistance 
form, convenience form, and planing of 
the enamel walls are all completed prior 
to determining whether the pulp is ex- 
posed. At this point the final steps—re- 
moval of the remaining caries and toilet 
of the cavity—are undertaken. If an ex- 
posure is anticipated, the rubber dam 
should be applied, and the prepared 
cavity freed of saliva and other contami- 
nants. It is advisable to use a sharp spoon 
excavator to remove the remaining de- 
cay. 

If exposure of the pulp occurs, a layer 
of calcium hydroxide-methyl cellulose 
liquid is applied to all denuded dentin 
as previously described. The exposed pulp 
is then covered with the paste prepara- 
tion of calcium hydroxide in methyl 
cellulose which will cover the exposure 
and which, by virtue of its cohesive and 
adhesive properties, will remain in posi- 
tion. A fine stream of air will help dry 
the paste and create a crust that will 
support a cement covering. This paste 
need not be completely hardened before 
the cement is applied. 

A thin mix of zinc phosphate cement, 
approximately 2 parts powder to | part 


liquid by weight, is flowed into the cavity 
over the paste and liner, covering the en- 
tire pulpal floor, care being taken not to 
apply pressure on the pulp. The pulp is 
now protected against chemical, me- 
chanical, and thermal irritation. After 
the cement hardens, it is trimmed and 
used as a base for the final restoration 
which should be inserted at the same 
sitting, if possible, to prevent the loss or 
dislodgement of the pulp capping mate- 
rial while the pulp is initiating the proc- 
ess of repair. 

A successful pulp capping usually can 
be followed clinically by the taking of 
roentgenograms, and the demonstration 
of the characteristic radiodensity may be 
interpreted as a layer of calcified tissue 
bridging the gap where originally decay 
and the bur created a defect (Fig. 3). 


PULP AMPUTATION 


The treatment of uncomplicated vital 
pulp exposures by pulp capping is rela- 
tively simple and effective. The presence 
of injured, contaminated, or necrotic 
tissue requires more aggressive treatment 
if the tooth is to be saved. Pulp amputa- 
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tion is based on the removal of that por- 
tion of the pulp in which the inflamma- 
tory process has been localized by the 
defense mechanism of the body. 

The objectives of pulp amputation are 
removal of all diseased and contaminated 
pulp tissue, promotion of pulp healing, 
and stimulation of dentin formation that 
will rehouse the pulp in a new and 
smaller chamber. The therapeutic agents 
used in this procedure will not accom- 
plish these goals alone, unless care is 
employed to prevent contamination and 
undue trauma to the remaining healthy 
pulp tissue. 

Pulp amputation has been conven- 
tionally recommended for use in vitally 
exposed permanent teeth in young people 
or for the deciduous dentition, but not 
generally for adults.** That age is of 
relatively little importance is suggested 
from experience with adults who have 
had pulp amputation or capping with 
calcium hydroxide-methyl cellulose paste. 
Pulp amputation followed by treatment 
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with this paste in patients up to 59 years 
of age has been followed roentgeno- 
graphically for approximately five years 
(Fig. 4). The newly formed dentin 
bridge usually is visible roentgeno- 
graphically within three months, and 
there appears to be no further evidence 
of growth or change in its density. These 
observations suggest that the new bridge 
of dentin is formed within the first three 
months after treatment, after which 
odontoblastic activity ceases until it is 
again stimulated. Histologic sections were 
made five months after pulp amputation 
in teeth of a 42 year old woman. These 
sections showed evidence of normal heal- 
ing with a well formed dentin bridge 
(Fig. 5). 

The technical details of pulpotomy in 
anterior teeth have been described previ- 
ously.” Reiteration of the principles 


24. Boyle, P. E., editor. Kronfeld's of 
the teeth and their surrounding structures, ed. 3. Phila 
delphia, Lea & Febiger, 1949, p. 154, 155. 


Fig. 4 * Healed pulpotomies in which calcium 
hydroxide-methy! cellulose paste was used. 
Above left: In 32 year old woman three years 
after amputation. A: amalgam restoration and 
cement base; B: calcium hydroxide-methyl cellu- 
lose paste; C: new dentin bridge; D: pulp. 
Above right: In 42 year old man two years after 
amputation. A: amalgam restoration and cement 
base; B: calcium hydroxide-methy! cellulose 
paste; C: new dentin bridge; D: pulp. Left: In 
59 year old woman five years after amputation. 
A: amalgam restoration and cement base; B: 
calcium hydroxide-methyl cellulose paste; C: 
new dentin bridge; D: pulp 
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Fig. 3 © Left: Bicuspid of 38 year old woman three months after capping with calcium hydroxide- 
methyl cellulose paste. This tooth was reopened to demonstrate new dentin which had formed at site 
of exposure. A: radiopacity representing layer of sclerotic dentin bridging pulp exposure; B: pulp. 
Right: Molar from 18 year old boy five months after successful pulp capping with calcium hydroxide- 
methyl cellulose paste. A: amalgam restoration and cement base; B: calcium hydroxide-methy 
cellulose paste; C: dense layer of sclerotic dentin depicting healing of exposed pulp tissue with new 


dentin formation; D: pulp 


outline form, retention and _ resistance 
form, convenience form, and planing of 
the enamel walls are all completed prior 
to determining whether the pulp is ex- 
posed. At this point the final steps—re- 
moval of the remaining caries and toilet 
of the cavity—are undertaken. If an ex- 
posure is anticipated, the rubber dam 
should be applied, and the prepared 
cavity freed of saliva and other contami- 
nants. It is advisable to use a sharp spoon 
excavator to remove the remaining de- 
cay. 

If exposure of the pulp occurs, a layer 
of calcium hydroxide-methyl cellulose 
liquid is applied to all denuded dentin 
as previously described. The exposed pulp 
is then covered with the paste prepara- 
tion of calcium hydroxide in methyl 
cellulose which will cover the exposure 
and which, by virtue of its cohesive and 
adhesive properties, will remain in posi- 
tion. A fine stream of air will help dry 
the paste and create a crust that will 
support a cement covering. This paste 
need not be completely hardened before 
the cement is applied. 

A thin mix of zinc phosphate cement, 
approximately 2 parts powder to | part 


liquid by weight, is flowed into the cavity 
over the paste and liner, covering the en- 
tire pulpal floor, care being taken not to 
apply pressure on the pulp. The pulp is 
now protected against chemical, me- 
chanical, and thermal irritation. After 
the cement hardens, it is trimmed and 
used as a base for the final restoration 
which should be inserted at the same 
sitting, if possible, to prevent the loss or 
dislodgement of the pulp capping mate- 
rial while the pulp is initiating the proc- 
ess of repair. 

A successful pulp capping usually can 
be followed clinically by the taking of 
roentgenograms, and the demonstration 
of the characteristic radiodensity may be 
interpreted as a layer of calcified tissue 
bridging the gap where originally decay 
and the bur created a defect (Fig. 3). 


PULP AMPUTATION 


The treatment of uncomplicated vital 
pulp exposures by pulp capping is rela- 
tively simple and effective. The presence 
of injured, contaminated, or necrotic 
tissue requires more aggressive treatment 
if the tooth is to be saved. Pulp amputa- 
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tion is based on the removal of that por- 
tion of the pulp in which the inflamma- 
tory process has been localized by the 
defense mechanism of the body. 

The objectives of pulp amputation are 
removal of all diseased and contaminated 
pulp tissue, promotion of pulp healing, 
and stimulation of dentin formation that 
will rehouse the pulp in a new and 
smaller chamber. The therapeutic agents 
used in this procedure will not accom- 
plish these goals alone, unless care is 
employed to prevent contamination and 
undue trauma to the remaining healthy 
pulp tissue, 

Pulp amputation has been conven- 
tionally recommended for use in vitally 
exposed permanent teeth in young people 
or for the deciduous dentition, but not 
generally for adults.** That age is of 
relatively little importance is suggested 
from experience with adults who have 
had pulp amputation or capping with 
calcium hydroxide-methyl cellulose paste. 
Pulp amputation followed by treatment 
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with this paste in patients up to 59 years 
of age has been followed roentgeno- 
graphically for approximately five years 
(Fig. 4). The newly formed dentin 
bridge usually is visible roentgeno- 
graphically within three months, and 
there appears to be no further evidence 
of growth or change in its density. These 
observations suggest that the new bridge 
of dentin is formed within the first three 
months after treatment, after which 
odontoblastic activity ceases until it is 
again stimulated. Histologic sections were 
made five months after pulp amputation 
in teeth of a 42 year old woman. These 
sections showed evidence of normal heal- 
ing with a well formed dentin bridge 
(Fig. 5). 

The technical details of pulpotomy in 
anterior teeth have been described previ- 
ously.” Reiteration of the principles 
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Fig. 4 * Healed pulpotomies in which calcium 
hydroxide-methy! cellulose paste was used. 
Above left: In 32 year old woman three years 
after amputation. A: amalgam restoration and 
cement base; B: calcium hydroxide-methyl cellu- 
lose paste; C: new dentin bridge; D: pulp. 
Above right: In 42 year old man two years after 
amputation. A: amalgam restoration and cement 
base; B: calcium hydroxide-methy! cellulose 
paste; C: new dentin bridge; D: pulp. Left: In 
59 year old woman five years after amputation. 
A: amalgam restoration and cement base; B: 
calcium hydroxide-methyl cellulose paste; C: 
new dentin bridge; D: pulp 
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Fig. 5 * Photomicrograph showing healing five 
months after pulpotomy in 42 year old woman. 
Calcium hydroxide-methy! cellulose paste 
placed in contact with remaining pulp tissue. A: 
irregular dentin containing entrapped fibroblasts: 
B: regular tubular dentin; C: new continuous 
odontoblastic layer: D: vital pulp tissue 
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underlying successful pulpotomy follows, 
along with a brief outline of the varia- 
tions in technic for bicuspids and molars. 

Profound anesthesia and sterile tech- 
nic must be employed. Access to the pulp 
in anterior teeth is gained from the 
lingual; in bicuspids from the axio-occlu- 
sal wall, either mesial or distal; and for 
molars from the occlusal or axio-occlusal. 
All of the dentin overlying the coronal 
pulp is removed prior to amputation. 
This can be accomplished readily by cir- 
cumscribing the dentin overlying the 
coronal pulp with a round bur, then 
gently lifting out the detached area of 
dentin. 

The pulp should be amputated with a 
sterile sharp curet or spoon excavator. 
This is done by sliding the sharp edge 
of the instrument down the lateral aspect 
of the chamber opposite the original 
point of exposure, severing the attach- 
ment to the radicular pulp in a clean 
horizontal stroke, and lifting the detached 
coronal pulp out of the chamber. 

Caustic agents should not be applied 
to the cut surface of the pulp. Hemor- 
rhage is controlled by light pressure, ap- 
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plied with a pellet of cotton, after which 
the pulp is ready to be capped. In order 
to provide suitable protection for the 
pulp and to stimulate the formation of 
new dentin, a layer, about 2 mm. thick, 
of calcium hydroxide-methyl cellulose 
paste is placed over the amputated stump 
and covered with zinc phosphate cement. 
After hardening, the cement is trimmed 
and the final restoration is placed at the 
same visit. 


DISCUSSION 


The high incidence of success with these 
two procedures often eliminates the need 
for root canal therapy. Success may result 
from pulp capping a minute exposure, 
an entire pulpal horn, or in instances 
where there has been partial removal of 
the coronal pulp tissue,*° complete re- 
moval of the coronal pulp tissue, or even 
removal of part of the radicular pulp 
tissue. In general, however, if pulp ampu- 
tation is indicated, the entire coronal 
portion of the pulp should be excised to 
assure removal of all of the contaminated 
tissue. 

There are times when both pulp 
capping and pulp amputation fail. Even 
though a new bridge of dentin may form, 
contamination or penetration of the 
deeper tissues of the pulp by bacteria or 
their toxins”® may stimulate an inflamma- 
tory response and an edema is created 
that results in strangulation of the blood 
supply and eventual necrosis of the pulp. 
Should this occur, root canal therapy is 
still available. 

Successful treatment of cariously in- 
fected teeth depends on the removal of 
all caries. If this results in a simple pulp 
exposure, pulp capping is the treatment 
of choice. In the presence of contamina- 
tion, pulp amputation is necessary so that 


25. Chatterton, D. B. Pulp curettage. J.A.D.A. 45:462 
Oct. 1952. 

26. Teuscher, G. W. Treatment of pulp in primary 
teeth. Internat. D.J. 4:821 Dec. 1954. 
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healthy tissue remains to initiate and 
complete the healing process. 


SUMMARY 


A treatment plan to assure survival of 
teeth with deep carious lesions, based on 
the response of the pulp to caries and to 
calcium hydroxide when used as a pro- 
tective agent, has proved successful. 

Calcium hydroxide in a methyl cellu- 
lose vehicle has a salutary effect on the 
pulp. Its use for coating dentin, for pulp 
capping, and after pulp amputation has 
resulted in a gratifying incidence of suc- 
cess. 

In applying this material, certain con- 
ditions favor one or another form of 
treatment. The following is an outline 
of the criteria established for selecting 
the procedure of choice in the treatment 
of teeth affected by deep seated cavities. 


Indications for Cavity Lining * All de- 
nuded dentin should be coated with a 
protective film of calcium hydroxide 
prior to the insertion of any filling mate- 
rial or cementation of crowns, bridges, 
inlays or splints. 


Indications for Pulp Capping * Pulp 
capping is indicated if there is mechani- 
cal or carious exposure of the pulp of a 
vital tooth, in the absence of contamina- 
tion, infection or necrosis; or if intact 
pulpodentinal membrane is present. If 
penetration has occurred, this penetration 
should have been by mechanical means 
only. 


Contraindications for Pulp Capping * 
Pulp capping is contraindicated if there 
has been carious or mechanical exposure 
in which the deeper structures of the 
pulp have been contaminated; or if 
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gross infection, localized or generalized, 
is present, as ev’.cnced by exudation of 
pus, serum or necrotic cells. 


Indications for Pulp Amputation * Pulp 
amputation is indicated if there has been 
(1) exposure of a vital pulp with a lo- 
calized abscess or infection in the coronal 
portion of the pulp; (2) laceration of 
the pulpodentinal membrane with intro- 
duction of contaminants; (3) exposure 
caused by traumatic injury”, or (4) a 
doubtful prognosis for pulp capping. 


Contraindications for Pulp Amputation 
* Pulp amputation is contraindicated if 
there is (1) necrosis of the pulp, or (2) 
roentgenographic evidence of a region 
of apical rarefaction. 


CONCLUSIONS 


1. A liquid suspension of calcium 
hydroxide in aqueous methyl cellulose, 
when applied over denuded dentin, pro- 
tects the dentin and the pulp from 
chemical irritation and eliminates pain 
when a cement base is placed in a deep- 
seated cavity, or when silicate restora- 
tions are used. Thus, the pain produced 
by cementing crowns, bridges, inlays, or 
splints may be controlled effectively. 

2. After vital exposure, the pulp can 
be protected and permitted, even stimu- 
lated, to produce new dentin by calcium 
hydroxide in a methyl cellulose vehicle. 
The size of the exposure is of relatively 
little importance. 

3. After amputation and treatment 
with calcium hydroxide-methyl cellu- 
lose paste, the remaining pulp can be 
stimulated to form new dentin and re- 
house itself in a smaller pulp chamber. 
The age of the patient is of relatively 
little importance. 


fe 
“3 
\ 
ig 
} 
2 
- 


The dentist in civil defense 


What role will dentists play in a national 
disaster? That is a question that 90,000 
dentists have been asking for some time. 
During the past five years, as dental con- 
sultant in the Federal Civil Defense Ad- 
ministration, it has been my job to de- 
termine the role of dentistry in civil de- 
fense. When I went into the agency in 
July 1951, I found that the program of 
casualty care had been well defined in a 
manual AG 11-1 entitled Health Services 
and Special Weapons Defense. This has 
been generally accepted as the “bible” for 
all civil defense programs. With the in- 
creasing estimate of casualties due to the 
newer nuclear weapons, however, this 
manual is now being reviewed with this 
factor in mind. 

In this manual, in view of the vast 
number of casualties and the lack of 
adequate medical facilities to care for 
them, the need for auxiliary medical per- 
sonnel was stressed. Among these, the 
dental profession was given considerable 
prominence. In the plan of organization 
dentists and veterinarians were assigned 
to first-aid stations as assistants to physi- 
cians and surgeons. It was also stated that 
in case no physician was available, the 
dentist should take charge and direct the 
station. This revolutionary idea came 
somewhat as a shock to the dental pro- 
fession. It is based on the premise that 
dentists, although limited to a specific 
field, are trained in the basic medical 
sciences. They are accustomed to working 


Russell W. Bunting, D.D.S., Ann Arbor, Mich. 


with physicians in health services; they 
are used to dealing with patients in pain, 
and they are noted for their dexterity. 
Furthermore, in the war, many dentists 
in the Armed Forces rendered outstand- 
ing service in caring for the battle casual- 
ties. After the explosion on the U.SS. 
Bennington, the Medical Corps was en- 
tirely incapacitated and a Dental Corps 
officer was the only person on board who 
could care for the injured. He assumed 
this task and performed the casualty serv- 
ices so well that he was awarded a cita- 
tion. Similar situations have also occurred 
on ships in the Pacific and in the Army 
on the battlefield. Many dentists also 
acted as assistant surgeons in army hos- 
pitals. 

This pronouncement, however, came 
as a distinct shock to dentistry. In the 
past it has been concerned chiefly with 
its own specific field of health services, 
and few dentists have had any training or 
experience in caring for general bodily 
injuries. Dentists are not equipped to 
practice general medicine, nor do they 
wish to do so. And yet, in view of the 
exigencies which will arise in any all-out 
thermonuclear attack, they may be 
forced to assume some of these responsi- 
bilities. In a consideration of this prob- 
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lem by the National Research Council, 
the following statement was made: 


At the request of the Army Dental Corps, 
the Committee on Dentistry has considered 
the role that the dentist should play in the 
medical aspects of civil defense. 

The Committee believes that in the initial 
tasks of first aid and evacuation the dentist, 
with his basic knowledge of medical sciences, 
should be assigned the same role as the physi- 
cian; and that in later phases, his capabilities 
should be utilized to the utmost in providing 
treatment for the greatest possible number of 
casualties. 

It is therefore recommended that training in 
the management of mass casualties, comparable 
to that given to medical students in the pro- 
gram of Medical Education for National De- 
fense, be provided for all dentists in the Armed 
Forces and in so far as possible for those in 
civilian life as well. 


Captain Oesterling of the Navy, in dis- 
cussing dental personnel training for 
emergency in care of mass casualties has 
said: 

During wartime battle conditions, the dental 
officer must lay aside his important health 
pursuits to become a partner of the medical 
officer in caring for battle casualties. Dental 
officers will be placed with emergency battle 
dressing station teams and will be expected 
to be able to assume the many responsibilities 
of treatment that may arise. 


The question then arises—what is the 
attitude of the medical profession to the 
development of this auxiliary medical 
service? Does it approve of dentists as- 
suming the treatment of general bodily 
disorders, even in an emergency, when 
no medically trained man or woman is 
available? In writing the manual, TM 
11-9, The Role of Dentistry in Civil De- 
fense, I consulted freely with the medical 
staff of FCDA and with many eminent 
members of the medical profession who 
are interested in civil defense. Without 
exception, they were most cooperative 
and positive in their opinion that dentists 
could be of great assistance to physicians 
in a national disaster. They urged me to 
include in the manual specific services 
which they believed dentists could per- 
form, far more than I personally would 
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have presumed to state. In all medical 
civil defense conferences the dentist is 
spoken of as an allied or paramedical 
worker and is included in all casualty 
services. 

As yet, however, no official pronounce- 
ment has come from organized medicine 
recognizing such dental services or 
recommending training for them. One 
semiofficial statement has been made by 
Dr. Harold Diehl, chairman of the Amer- 
ican Medical Association Council on Na- 
tional Defense as follows: 

These and other demands will create a grave 
shortage of physicians. Dentists, because of 
their specialized training and experience may 
be called upon as leaders of whole sections of 
emergency medical action. 

Dentists have an opportunity and an obliga- 
tion to work with physicians in providing 
first-aid and emergency medical care in the 
event of an enemy attack or following a natural 
disaster. It is the primary responsibility of each 
dentist to be trained in all the techniques of 
emergency lifesaving measures, the extent of 
which would vary, depending upon local 
medical and health resources and the extent 
of casualties. 


Other similar statements have been 
made by leaders in medical civil defense, 
notably Dr. Harold Lueth, chairman of 
civil defense in the American Hospital 
Association. 

Thus it appears that dentists, in any 
great emergency, since their specific den- 
tal services cannot be performed, should 
work with physicians in the care of the 
injured as far as their capabilities will 
permit. This means that dentists should 
be integrated into health services plan- 
ning for civil defense. It also means that 
dentists should be preparing to assume 
such responsibilities. 

It is recognized that the average dentist 
in private practice would be of very little 
assistance in an operating room. He 
would have to be told every move he 
made and there would be no time for 
that. But, if he had had some training in 
first aid and some hospital experience in 
casualty care he.might be of very great 
assistance. In an FCDA Emergency Hos- 
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pital exercise held in Brooke Army Medi- 
cal Center, I surveyed the simulated 
casualties as they came into the Forward 
Treatment Center. From them I ob- 
served that a trained dentist might give 
valuable assistance to the surgeon at the 
operating table in 50 per cent of cases. 
For another 25 per cent he might have 
done all that was necessary, alone. In 
only 25 per cent were the injuries too 
critical for him to undertake, but he 
could have given some assistance. 

In accord with this idea, the FCDA 
and the American Dental Association, 
during the past five years, have vigorously 
pushed a program of casualty care train- 
ing in local dental societies. This consists 
of Red Cross first-aid and advanced 
casualty care services to be taught by the 
local medical society. In this, the seven 
training films released by the Navy have 
been widely used. As a result, many dental 
societies in all parts of the country have 
organized classes in training and have 
given large numbers of dentists basic 
casualty care instruction. This program 
has been well received whenever it was 
properly executed. 

The FCDA has given three very suc- 
cessful courses for leaders in dental civil 
defense, many of whom have become 
outstanding workers in many states. Dur- 
ing the past two years a Dental Civil De- 
fense News Letter has been issued to a 
list of nearly 1,500 civil defense dentists. 

It is evident that it would be impos- 
sible to indoctrinate every dentist in this 
country by any such program. Some 
progress has been made, but if any perma- 
nent and far-reaching results are to be 
obtained, other avenues must be ex- 
plored. Among them are the dental 
schools. At the present time over half the 
schools are including training in emergen- 
cy casualty care in their curriculums. If 
every school adopted this policy, each 
year over 3,000 young graduates would 
be entering practice with at least the 
basic knowledge of emergency medical 
services. 
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In addition there is a large group of 
dentists who each year are entering the 
Dental Corps of the Armed Forces. After 
two years most of them will go into pri- 
vate practice. Now that practically all the 
Armed Forces are giving the Dental 
Corps training in casualty care, each year 
there will be a large number of dentists 
so trained. Furthermore, the reserve 
corps of each of the armed services and 
the United States Public Health Service 
constitute an important pool which 
should be trained for emergency casualty 
care. 

The American Dental Association 
made a strong statement to the Military 
Operations Subcommittee of the Commit- 
tee on government operations of the 
House of Representatives June 21, 1956, 
which was printed in the September 1956 
issue Of THE JOURNAL OF THE AMERICAN 
DENTAL ASSOCIATION. In this, the whole 
field of dental civil defense participation 
has been well presented and includes the 
following statement: 


. Our experience would indicate the need 
for a closer relationship of this program with 
the programs of the medical and dental corps 
of the armed services, particularly their re- 
serve programs. Although it is recognized that 
these corps have a first duty to members of 
the military, they seem to be fitted by training 
and mission to assume a major role in the 
civilian casualty care program, particularly in 
the area of planning and training. Further, in 
an actual emergency, it is quite probable that 
these corps would be the proper organization 
to coordinate both military and civilian aspects 
of casualty care. In such an event, the total 
population of the disaster area would un- 
doubtedly be under martial law, and perhaps, 
undergoing some degree of mobilization so 
that the military would be a rallying point 
for all civilians. Thus, the relationship be- 
tween civilian and military responsibility and 
activity in the event of an atomic disaster 
would, in our opinion, be so close as to require 
a consideration at this time of developing a 
similar relationship between the civilian 
casualty care program and the mission of the 
medical and dental corps of the armed serv- 
ices. At the very least an effective program of 
civilian casualty care will require the closest 
cooperation with the military and its plans for 
such an emergency. 
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The Army has, in the past, actively co- 
operated with the FCDA. It has been 
active in the development of the FCDA 
Emergency Hospital and has conducted 
two major exercises in testing it at Fort 
Meade and at the Brooke Army Medical 
Center. It has offered courses in training 
in emergency casualty care at frequent 
intervals at Walter Reed and Brooke 
during the past five years, in which 135 
dentists have been enrolled. It also is 
now offering training to the active Den- 
tal Corps and reserve officers 

The Navy has always been conscious 
of the need for training Dental Corps 
officers in medical casualty services and 
has given it considerable attention. The 
Navy also has developed very valuable 
teaching aids, such as the “bleeding 
dummy,” the artificial arm and neck, as 
well as audio-visual aids which they have 
made available for civilian training. 


These are valuable contributions. 
Members of the dental profession stand 
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ready to cooperate with the medical pro- 
fession to the fullest extent, as far as their 
abilities permit, in any great emergency. 
They only ask two things; one, that a 
clear definitive statement be made by 
medicine as to the nature and extent of 
such dental cooperation desired, and sec- 
ond, that the members of the medical 
profession and the Medical Corps of the 
Armed Forces lend their aid and encour- 
agement in training dentists to meet these 
responsibilities. 

The dental profession should prepare 
to serve in any national disaster by learn- 
ing how to administer casualty services 
outside of the mouth. They should know 
what to do for general bodily injuries. 
This will require training in local dental 
society casualty care programs and in 
hospitals, in student training in all dental 
schools, and in the active and reserve 
corps of each of the Armed Forces 
branches. 

2224 Vinewood Boulevard 


Hunger Versus Appetite * For an understanding of the activities of the gastrointestinal system, 
it is valuable to recognize the differences between hunger and appetite. Hunger is typified by 
two sensory components: the first is a vague generalized weakness that may be related to sensory 
nerve impulses from the digestive tract and perhaps to lowered blood sugar; the second com- 
ponent is the more acute sensation in the epigastric region of hunger pains, intermittent short 
periods of tension or pressure. These contractions appear to be inherited with relatively little 
modification by the experiences of the individual. They have a relatively fixed pattern of 
occurrence with about 30 minutes of activity after one and a half or two hours of inactivity. 
Hunger can be stopped by solids in the stomach regardless of the degree of nourishment contained 
in the solids. 

Appetite, though it commonly accompanies hunger, may be present without it or present 
long after hunger is satisfied. The components of appetite are principally psychological and 
are the result of the past experiences of the individual. Hence, we learn to like and dislike foods 
from childhood on until the patterns of food distribution, quantity, and so on, become thoroughly 
fixed in adult life. The most pronounced disorder of appetite, overeating, leads to obesity and 
may be related to the use of food as a means to allay tension, anxiety, guilt, frustration, anger, 
self-depreciation, sorrow or depression. In these cases, food ingestion patterns can only be altered 
ey when circumstances provide “non-food” supplies from the needed sources. James H. 
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Cases and Comments 


TIC DOLOREUX FROM DENTAL PULP 


By G. Wilbur Northrup, D.D.S., Ellicott- 
ville, N. Y. 


A 38 year old man complained of a sharp, 
lancinating pain which occurred intermittently 
for short periods over the left upper central 
incisor. 

The pain had occurred occasionally for 
about a year. When the patient was seen Oc- 
tober 15, 1956, the pain had become acute. 
The left central incisor was slightly tender to 
percussion. It was nonvital. The tooth was 
opened, and no pus or discharge was present. 

Moist pulpal remnants were removed, and 
the canal was irrigated with a sodium hypo- 
chlorite solution. The patient was dismissed, 
but the pain persisted, and codeine was pre- 
scribed. 

On October 16, the tooth was reirrigated, 
and an aromatic solution of phenol (Black's 
1, 2, 3) was inserted for nerve filament seda- 
tion. 

The patient now reported that vibration and 
shaving with an electric shaver could bring on 
pain. Pain was elicited in the dental office by 
drawing a roughened instrument handle along 
the incisal edge of the tooth. 

The patient’s physician was contacted, and 
vitamin B parenteral injections were instituted. 
Improvement was evident after a few hours. 

Endodontic therapy was started October 19. 
A polyantibiotic paste (penicillin-bacitracin- 
streptomycin-caprylate sodium) was used. On 
October 20, the pulp canal filling was com- 
pleted. Recovery was uneventful. 


MULTIPLE CYSTS OF THE MAXILLAE 
By Donald R. Mackay, D.D.S., St. Paul. 


A 44 year old man had had pain for several 
months in the anterior region of the mouth. 
The contour of his face was normal in every 
respect. Two central incisors, a right lateral 
incisor and a right first bicuspid were present 
in the maxilla. On the left side, the incisal 
ridge of the cuspid tooth just showed through 
the gingiva. The investing tissues of the mouth 
appeared normal, and there was no bulging of 
the underlying bone. 

Percussion of the central teeth produced 
some sensitivity, and they were somewhat mo- 


bile. Intraoral occlusion and intraoral peri- 
apical films were made of the maxilla. These 
films disclosed a large central cyst containing 
a supernumerary tooth in the region of the 
anterior teeth. 

On the left side, another supernumerary 
tooth was situated on the lingual aspect of the 
maxillary sinus with what appeared to be a 
cystic region invading the sinus and extending 
back to the partially erupted tooth on that side. 
On the right side was a fully formed unerupted 
cuspid, the root apex in the sinus (illustration, 
above). A cyst extended from the crown back 
under the erupted bicuspid. 

The patient was sent to his physician for a 
preoperative physical examination, the results 
of which indicated that he was in good con- 
dition. He was hospitalized and prepared for 
surgery. The patient was anesthetized with 
thiopental sodium, and a tracheal tube was 
inserted. 

The mucous membrane was opened over the 
crest of the alveolar ridge from the second 
molar on the right side to the second molar on 
the left. The palatal flap was raised from a 
point just anterior to the nasopalatine fora- 
men back to, but not including, the posterior 
palatine foramen. On the left side of the bony 
vault in the region where the first molar should 
have been, the surface of a diminutive super- 
numerary tooth was seen. It was removed, 
carrying with it the sac of a cyst which had 
extended well into the maxillary sinus. This 
cyst appeared to be of the follicular type. 

The partially erupted left cuspid was re- 
moved, and another cyst, apparently of the 
radicular type, was seen near its apex. The 
cyst was opened into the maxillary sinus by 
means of a Partsch operation. The central cyst 
with its supernumerary tooth was enucleated 
cleanly, there being little tendency of the cyst 
wall to adhere to the bone. 

On the right side, the bicuspid was removed, 
the roots of which were somewhat absorbed. 
The fully impacted unerupted right cuspid was 
next uncovered and removed; its root extended 
deep into the right maxillary sinus. 

Under the crown of this cuspid was another 
cystic region which extended out into the 
medullary portion of the right malar process. 
A Partsch operation was performed on this 
last cyst by way of the tooth socket to permit 
draining into the maxillary sinus. The flap 
was closed with 20 interrupted sutures. Post- 
operative recovery was uneventful, and the 
tissue was entirely healed within one week. 


F 

@ 

q 

238 


CASES AND COMMENTS... VOLUME 54, FEBRUARY 1957 © 239 


} 
‘ 


Above: Preoperative occlusal roentgenogram 
of maxillae shows extensive destruction of bone 
due to expansive process of multiple cysts. 
Below: Six weeks postoperatively, occlusal 
roentgenogram demonstrates good regenera- 
tion of bone 


No complications have been encountered since. 
Postoperative roentgenograms indicate that 
healing is progressing satisfactorily (illustra- 
tion, below). 

It is the opinion of the operator that many 
cysts in close proximity to the maxillary sinus 
should be opened into the sinus by a Partsch 
operation. 

More use should be made of the cyst-antrum 
Partsch operation than of the oral cyst Partsch 
procedure. When such a procedure is under- 
taken, the opening should be widely extended 
so that there is no chance for the cyst wall to 
reestablish itself. 

925 Lowry Building 


ERUPTION OF MALPOSED TOOTH WITHOUT 
SURGICAL INTERFERENCE 


By Joan Weyman, F.D.S., Newcastle upon 
Tyne, England. 


In THE JOURNAL, February 1956 issue, page 
195, Morton Thaler described the correction 
of an ectopic mandibular second bicuspid. 
The tooth was moved surgically into a more 
favorable position after the extraction of its 
deciduous predecessor and removal of the 
overlying bone. Moving the tooth involved 
some risk to the well-being of the pulp. 

O. Henry (1931) showed a series of roent- 
genograms of a second mandibular bicuspid 
which was developing in a similar position, 
but whose development was very delayed. The 
extraction of the deciduous molar was fol- 
lowed by some closure of the space, and sub- 
sequently the bone overlying the bicuspid was 
removed surgically without moving the tooth 
itself. The space was opened by orthodontic 
treatment, and the tooth gradually erupted 
into its normal position. In the discussion 
which followed this report, Bowdler Henry 
described a simiiar instance. 

The present report describes another case 
very like Dr. Thaler’s, with the exception that 
the second bicuspid was facing mesially in- 
stead of distally. Treatment, in this instance, 
was even more conservative. 

After extraction of the deciduous molar, 
the bicuspid was kept under observation, while 
a palatally placed maxillary cuspid was re- 
ceiving orthodontic attention. The tooth con- 
tinued its eruption, first in the original direc- 
tion until it appeared impacted into the first 
bicuspid, and then it gradually uprighted it- 
self, finally coming into its norma! occlusion. 
There was no tendency to space closure. 

It would be wrong to generalize from so 
few cases, but it should be borne in mind that 
while the eruptive force is still active, the 
tooth will move if it can possibly do so. 
The long axis of the bicuspid in all these 
instances has a slightly upward inclination, 
so that the eruptive force exerted in the direc- 
tion of the long axis has an upward compo- 
nent. This suggests that there is an inherent 
tendency in the reported instances for the bi- 
cuspids to be guided upward by the adjacent 
surface of the contiguous tooth. 

In the roentgenograms shown here it is 
obvious that the bicuspid was moving the 
whole time it was under observation until it 
came into occlusion. It is suggested that in 
conditions of this kind, after extraction of the 
deciduous predecessor which shows deficient 
root resorption, a probationary period should 
be given to see whether the permanent tooth 
will erupt without help. If movement of the 
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Eruption of malposed tooth without surgical 
interference. A: Position of tooth in nine year 
old patient. B: at 12 years, three months. C: 
13 years, one month. D: 13 years, eight 
months. E: 14 years, five months 


tooth in. the bone ceases, or if its long axis 
is in a mechanically impossible direction for 
eruption, then surgical interference is justi- 
fied, always provided that this is not left until 
completion of the apical closure and diminu- 
tion of the eruptive force. 

Dental Hospital, College Street 


BILATERAL IMPACTION, SUPERNUMERARY 
TEETH AND CARIES 


By Martin T. Siegel, D.D.S., Poughkeep- 
sie, N.Y. 


A routine dental examination of a 27 year old 
woman patient revealed maxillary left and 
right impacted third molars, maxillary left and 
right supernumerary teeth adjacent to the 
third molars and maxillary left and right disto- 
occlusal cavities extending into the pulp. 
There was pain in both maxillary regions. 

Since the second molars were beyond restora- 
tion, they were removed along with the super- 
numerary teeth. Past experience shows that 
the third molars may move into the second 
molar position, and fairly good occlusion is 
obtained. 

The case is of interest because of the nearly 
identical condition on the left and right sides 


Bilateral impactions, supernumerary teeth and 
caries in second molars 


of the maxilla. In such an instance, a differen- 
tial diagnosis must be established to determine 
whether the pain resulted from the super- 
numerary teeth, the second molars or the im- 
pacted third molars. In this patient, pain was 
due to the second molars. 

27 Cannon Street 


SIMPLIFIED IMPRESSIONS FOR IMMEDIATE 
COMPLETE DENTURES 


By Arthur S. Freese, D.D.S., New York. 


The first and most fundamental step in the 
construction of an immediate complete denture 
is the impression. For the general practitioner, 
most impression technics for immediate den- 
tures suffer from one of two faults—they are 
either overly simplified or overly complex. 
The oversimplified impression technic con- 
sists entirely of an impression taken in an 
oversized tray filled with either reversible or 
irreversible hydrocolloid impression material. 
This method produces one of two bad results. 
The impression material can displace the bor- 
der tissues to such an extent that the practi- 
tioner is faced with innumerable adjustments 
to the finished denture. Accuracy of detail is 
hopelessly lost. It is also possible for the im- 
pression to be short of the border tissues; then 
the finished denture has no retention. These 
simplified impressions often combine these two 
failings, over-displacing the border tissues in 
some regions and being short in others. The 
denture causes soreness and has no retention. 
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Fig. 1 * An over-sized soft aluminum impres- 
sion tray is selected and trimmed until it is 
free of the attachments of the border tissues. 
Low-heat modeling compound is softened and 
placed in the tray, which is then seated in the 
patient’s mouth. With the tray in position, the 
patient is instructed to run his tongue along 
his lips, suck in his cheeks, pull in his lips, and 
open and close his mouth. This preliminary 
impression is chilled only enough to permit 
withdrawal without too much distortion. After 
withdrawal, the preliminary impression is 
thoroughly chilled. The preliminary impression 
acts as the tray for the final impression. 


Fig. 2 * All existing undercuts are relieved 
sufficiently so that the modeling compound 
tray can be inserted in the patient’s mouth 
and withdrawn without breakage or distortion 
and without injury to the soft tissues of the 
mouth. The border extension of the modeling 
compound tray is again checked by softening 
one section at a time and instructing the pa- 
tient to run his tongue along his lips, suck in 
his cheeks, pull in his lips and open and close 
his mouth. The border molding is completed. 


Fig. 3 * Holes are drilled in the modeling 
compound with a no. 8 round bur, and the 
holes are undercut to grip the rubber impres- 
sion material which will be used for the final 
impression. It is particularly important to have 
enough holes with undercuts to grip the rubber 
impression material, for the accuracy of this 
material depends to a considerable extent on 
the retention provided by the tray. 


Fig. 4 * Rubber impression material is now 
mixed in accordance with the manufacturer's 
directions. It must be used immediately, or it 
thickens and will distort on removal. The 
rubber impression material is placed in the 
modeling compound tray and seated in the pa- 
tient’s mouth. After setting, the final impres- 
sion is removed in the same manner as hydro- 
colloid impressions. A comparatively thin 
layer of the rubber material gives the greatest 
accuracy, so it must not be allowed to form a 
thickness of more than 3 or 4 mm. 
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Secondly, there is the impression technic 
that is too complicated for the busy general 
practitioner. There is a preliminary reversible 
or irreversible hydrocolloid impression. A cast 
is poured, and an acrylic resin tray is made 
on this cast. Border molding is done on this 
tray, usually with modeling compound. The 
edentulous regions are now recorded in zinc 
oxide and eugenol impression paste. Finally 
the teeth present and the immediate surround- 
ing region are recorded in a plastic impression 
material, impression plaster or one of the 
hydrocolloid impression materials. 

The general practitioner needs a relatively 
simple yet accurate technic which he can use 
with complete confidence when he wants to 
secure an impression for an immediate com- 
plete denture. 

Properly handled, rubber impression mate- 
rial has the accuracy of a typical hydrocolloid 
impression material’* and has the following 
distinct advantages over the hydrocolloids: 
(1) It will not displace the border tissues. 
(2) The impression does not have to be poured 
immediately. However, delay in pouring the 
rubber impression should not be encouraged. 
(3) If care is exercised in pouring and separat- 
ing the cast, more than one cast can be made 
from the same impression. 

Summary * A simplified means for obtaining 
an accurate impression for an immediate com- 
plete denture is here described. The impression 
is developed in three stages without requiring 
a special tray. The impression can be com- 
pleted in one visit. 

1775 Broadway 


Adjunct dentist (for prosthesis), Beth Israel Hospital. 
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ACUTE SUBLINGUAL CELLULITIS 
By Donald R. Mackay, D.D.S., St. Paul. 


The patient, a 58 year old man, complained 
of a swelling in the neck, of an inability to 
open his mouth and of difficulty in swallowing. 
Some swelling of the neck and tenderness in 
the left sublingual region had developed about 
eight days prior to the examination. The 
swelling had progressed rapidly. 

There was edema and swelling of the floor 
of the mouth and of the anterior part of the 
neck. The tongue was slightly elevated. There 
was no fluctuation, but the swelling was firm 
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and tender. There was no clinical evidence 
of laryngeal edema or obstruction. Periodontal 
disease involved the lower teeth; the lower 
anterior teeth were loose and carious. The 
patient’s temperature was 102.8° F. and blood 
pressure was 150/80. 

The urinalysis was as follows: yellow, cloudy, 
acid, specific gravity, 1.024, occasional white 
blood cells, amorphous urates. Blood morphol- 
ogy was as follows: red blood count, 4,800,- 
000; white blood count, 11,450; hemoglobin 
94 per cent or 15.2 Gm.; 58 neutrophil leuko- 
cytes, 40 lymphocytes, 2 monocytes ; sedimenta- 
tion rate, 53 mm. in three quarters of an 
hour. There were occasional reticulum lymph- 
ocytes, which suggested virus infection. 

Periapical intraoral roentgenograms showed 
chronic periodontosis and a periapical break- 
down of the lower left lateral and central 
incisors. The patient was admitted to the 
hospital on May 12, 1953, and received the 
following therapy: (1) 10 per cent glucose in 
saline, intravenously, immediately; (2) peni- 
cillin (plain), 25,000 units, every four hours; 
(3) penicillin S-R, once daily, started immedi- 
ately; (4) secobarbital (Seconal), 2 grain, 
for sleep, as required; (5) streptomycin, 250 
mg. immediately, repeated every four hours; 
(6) high calory liquid diet, (7) continuous 
hot moist packs to the anterior portion of the 
neck and sublingual region. 

On the second day, May 13, there was 
fluctuation in the sublingual region, extending 
under the chin. The temperature had dropped 
to 101° F. Drainage, that voided approxi- 
mately 3 cc. of purulent exudate, was estab- 
lished through a longitudinal blunt separation 
of the anterior neck muscles. A Penrose drain 
was inserted. Hot compresses and antibiotics 
were continued. On May 14, the patient was 
much improved. His temperature was 99.6° 
F. Hot packs, glucose in saline solution and 
streptomycin were discontinued. He was able 
to open his mouth more freely. 

On May 16, his temperature was down to 
99° F., and progress was satisfactory. The 
Penrose drain was removed, and plain peni- 
cillin was discontinued. On May 18, his tem- 
perature was 98.6° F. There was no edema 
evident, and the patient felt well. On May 19, 
all of his remaining teeth were extracted. On 
May 22, the penicillin S-R was discontinued, 
and on May 23, the patient was discharged 
from the hospital. 

The neck infection in this instance resulted 
from a deep periodontal infection of the lower 
anterior teeth which extended lingually and 
beneath the mylohyoid structure into the sub- 
lingual space. Timely treatment of the patient 
with antibiotics prevented what could have 
been a serious deep neck infection. 
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Editorials 


Organized dental service programs 


This month THE JOURNAL devotes a major portion of its pages to a subject of grow- 
ing concern to the profession—organized programs for the improvement of the 
dental health of the public. 

Almost a half century has elapsed since the Association first recommended that 
public dental programs be made one of the basic services of state departments of 
health. More than a third of a century has elapsed since the first of the more 
progressive public health officers accepted that concept. Twenty years have elapsed 
since the inauguration of the National Social Security Act—a measure which im- 
mediately increased interest in dental health and hastened the acceptance of 
dentistry in the public health field. Today all but one of the states in the Union 
and all of the nation’s territories and dependencies include dentistry among the 
public health services. The effect of these agencies working in cooperation with 
the state dental societies has contributed greatly to a better appreciation by the 
public of good dental health, which in turn has influenced the development of 
programs designed to extend dental service to larger segments of the population. 

Other factors which have stimulated the development of dental service programs 
include the acceptance by the public of credit financing, group purchasing and 
dental fringe benefits in labor union contracts. Singly or combined, these factors 
have influenced the establishment of public welfare assistance programs, “Medicare” 
programs, VA dental programs and union-management health and welfare programs. 

The desirability of each of these programs is not questioned here; but the dup- 
lication of effort, the confusion, misunderstanding and friction frequently caused 
by the unorganized and unrelated operation of these programs are subjects for 
discussion. 

The dental profession has demonstrated its willingness and its ability to cooperate 
in the development of programs for the better distribution of dental health care. 
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The Veterans Administration dental program, the program of the International 
Longshoremen’s and Warehousemen’s Union-Pacific Maritime Association on the 
West Coast and the number of practical and satisfactory public welfare assistance 
programs attest to that fact. What is needed now is a re-evaluation of existing 
programs by state dental societies with the object of developing a basic dental service 
operational pattern within which all group service programs can function, thereby 
eliminating overlapping of services and sharp differences in policies and procedures. 

The establishment of a basic pattern would enable dental societies to forego the 
necessity of starting from scratch each time a new dental service program is initiated 
and of having to develop a custom-built program for each new group of recipients. 
As Secretary Hillenbrand points out on page 164 of this issue, in discussing den- 
tistry’s responsibility in the socioeconomic pattern, “the responsibility of the dental 
society remains the same; socioeconomic trends change with time.” In order to 
meet those constantly changing trends, the state dental society might well conduct 
a continuing study program of the socioeconomic problems in the state as they 
relate to dentistry, so that the society can be a source of information to which others 
may turn for aid in resolving problems associated with the production and distribu- 
tion of dental health care. A study of this kind, including a study of available 
manpower, facilities and costs, would not only provide the society with information 
on which to base its intramural as well as its extramural educational actions, but 
it would provide data with which to assist other groups in designing the most practical 
dental service program within the limits of their budgets. 


Growth of population 


outdistances increase in dentists 


The nation’s rapidly expanding birth rate—the boom in babies—referred to recently 
in the public press as an “explosion” in population, promises to confront the pro- 
fession with a real problem: the problem of maintaining, or improving if possible, 
the present ratio of dentists to population which is now about 1:1,900. According 
to the latest reports of the Bureau of Economic Research and Statistics,’ the year 
ending in mid-1957 will see a net increase in active dentists of about 1,165 whereas 
the Bureau estimates 1,485 new dentists are needed to maintain the current popula- 
tion-dentist ratio. Despite the increase in the number of dental schools and despite 
the enlarged facilities of existing schools, the national shortage will become more 
pronounced with each passing year and it will become particularly acute in the 
areas of fastest growth. 

The Bureau’s observations are buttressed by the recent survey of the dental situation 
in the eleven Western states? conducted by the division of dental resources of the 
U.S. Public Health Service. This survey reveals that about 35,000 dentists will be 
needed in the Western states by 1975 to meet the demands for care expected by 
that time, but that only about 16,000 dentists will be available. If the projections of the 
U.S. Public Health Service are correct, the next twenty years will see a shortage 
of nearly 20,000 dentists and 4,000 dental hygienists in that region alone. The 
states surveyed were Arizona, California, Colorado, Idaho, Montana, Nevada, New 
Mexico, Oregon, Utah, Washington and Wyoming. 
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In the past four years the population of the United States increased by nearly 
eleven million people, with the West outpacing the rest of the nation by far in 
rate of growth. The West, according to the survey, probably will have to rely 
almost exclusively on expanding facilities within the region if the anticipated dental 
deficit is to be met, since the growing shortage of dentists is a nation-wide phenom- 
enon, and other parts of the country will be hard pressed to train sufficient dentists 
to meet their own needs. Western dental schools, it is estimated, must graduate 
1,600 dentists a year between 1960 and 1975 to meet the Western region’s needs, 
whereas currently the region graduates 400 dentists annually. To meet the anticipated 
deficit will require that an additional 1,260 students be graduated each year between 
1960 and 1975. 

The projections of the two surveys confront the profession with sobering respon- 
sibilities. How adequately and promptly these responsibilities are met is going to 
have a bearing on other problems now confronting the profession. 


|. Bureau of Economic Research and Statistics. The 1956 survey of dental practice. |. Introduction. J.A.D.A 
53:584 Nov. 1956. 


2. News of dentistry. Survey predicts shortage of dentists in |! states. J.A.D.A. 53:62? Nov. 1956. 


Dentists enter government pension program 


This year more than seventy-nine thousand dentists feel the initial effects of being 
enrolled in the nation’s Social Security system. Those who favored the inclusion of 
dentistry in the Old Age and Survivors’ Insurance program will pay this year’s 
premium with no hesitation. Those who opposed will find the added tax distasteful. 

It is too early to predict the amount of benefit which the average practitioner 
will derive from the program. It is not too early, however, to predict that the present 
provisions of the program will meet with many changes during the lifetime of many 
dentists. Such a prediction can be made with safety because of the number of revi- 
sions written into the act since its inception twenty years ago. 

Originally only employed persons were covered and annual premiums amounted 
to one per cent of the first $3,000 of earnings. For this thirty dollars a year the worker 
was assured a maximum old age benefit of forty dollars a month. Since 1937 the 
premiums, benefits and coverage of the program have been extended so that today’s 
system has departed considerably from its original concept as a compulsory annuity. 
Annual premium for employees has been raised to two and one quarter per cent 
on the first $4,200 of earnings, and will continue to rise to four and one quarter 
per cent by 1975 with an equal amount being contributed by management. Coverage 
has been extended to the self-employed, including dentists, who currently pay three 
per cent on the first $4,200 of net income. This tax, under present provisions of the 
law, will be increased to six and three-eighths per cent by 1975. Benefits have been 
increased to one hundred eight dollars and fifty cents a month, and provisions have 
been made for payment under certain conditions to survivors and dependents. 

It is obvious that the public has become so sold on O.A.S.I. that there is little 
likelihood that it ever will be discontinued. Despite frequent criticism that it is 
actuarially unsound, it has become part of the American way of life, a government 
pension program to which somewhat more than 79,000 dentists will contribute 
annually a premium amounting to upwards of ten million dollars. 


Sa 
we 


International Correspondence 


As a result of the present state of foreign 
affairs, the council of the British Dental 
Association considered how best to ensure 
continuation of the activities of the Associa- 
tion in the event of a national emergency. 
The representative board approved recom- 
mendations including the setting up of a war 
council to conduct the affairs of the Associa- 
tion in such an emergency. 

Among other current activities of the Asso- 
ciation is collaboration with the government 
in creating a national register of dental man- 
power. To this end, all members of the pro- 
fession with a registered address in England, 
Scotland and Wales or the Isle of Man have 
been asked to complete a questionnaire. 

The advent of gasoline rationing has pro- 
vided difficulties for the profession, but the 
Ministry of Health has arranged for a sup- 
plementary supply for dentists. 


NATIONAL HEALTH SERVICE 


The gross expenditure for the National 
Health Service for England and Wales during 
the current year is estimated at £515,225,225. 

The principal school medical officer of the 
Isle of Man, Dr. Cullen, introducing his 
annual report for 1955, devotes several para- 
graphs to the school dental problem in general 
and the prevention aspects of dental prophy- 
laxis in particular. Dr. Cullen draws attention 
to the principal school dental officer’s report 
dealing with fluoridation in other countries, 
particularly in the United States. He con- 
cludes that the adoption of fluoridation on the 
Island would begin to relieve the pressure on 
the school dental services in about five years’ 
time. Dr. Cullen is to be commended for 
his emphasis of the problem. Analysis of the 
Manx water supplies shows no known fluoride 
content, and the insular limitations of the 
Island would lend themselves admirably to 
the establishment of a fluoridation project. 

Her Majesty’s Stationery Office has pub- 
lished a report to advise on anesthetic ex- 
plosion hazards and precautions. Included 
are the histories of 36 explosions occurring 
between the middle of 1947 and the middle 
of 1954. It appears that in nearly every 
explosion there was some avoidable factor 
against which precautions could have been 
taken. A lack of consciousness of the danger 
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seems to have been one of the chief problems. 
Static sparks probably caused most of the 
explosions. 

A special section deals with the risks in 
dental departments. The use of cyclopropane 
and vinyl ether in dental operations has be- 
come increasingly popular, and both these 
agents are highly explosive. Possible sources 
of ignition are sparks from electric motors or 
dental engines and suction pumps, and switch- 
es of speed regulators and small lighting 
appliances. Obvious hazards such as flames 
from gas burners may easily be overlooked. 
There is, however, also the risk from frictional 
heat from burring and the risk of sparks 
when forceps fracture the enamel of a tooth. 
The probability of ignition depends on the 
oxygen content of the mixture, and if this is 
diluted with nitrogen so that the oxygen is 
not above 25 per cent, the hazard is elimi- 
nated. 

The report concludes by reiterating the 
need for greater awareness of the danger and 
points out that until this is engendered there 
is little to be gained by refinements in technic. 
One appendix gives a draft for a warning 
notice, and another sets out a safety code for 
equipment and installations. 


ROYAL COLLEGE OF SURGEONS 


The announcement that Kenneth Adamson, 
president of the Australian Dental Association, 
and Harold Hillenbrand, secretary of the 
American Dental Association, have been elec- 
ted to the Fellowship in Dental Surgery of 
the College has given the greatest pleasure 
to their many friends. This is a signal honor 
which recognizes the great contribution both 
these colleagues have made to the advance- 
ment of the science and practice of dentistry. 
Prof. A. E. W. Miles, honorary curator of 
the odontological museum of the College is 
to be congratulated on being awarded the 
John Tomes prize for original and other 
scientific work concerned with dentistry. 


ITEMS OF INTEREST 


One hundred years ago, in November 1856, 
the Odontological Society of London was 
formed, the first professional organization of 
dentistry in England. In 1907, it joined with 
14 other medical societies to form the Royal 
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Society of Medicine, of which it became the 
section of odontology. The first general meet- 
ing oi the Odontological Society was held 
on January 5, 1857, and the event was 
celebrated on January 4, 1957, with a most 
successful centenary dinner held at the Royal 
College of Surgeons and presided over by the 
president of the section, James Wright. 

The British Society of Periodontology, a 
most active specialist group, held an interest- 
ing meeting in November at which a sym- 
posium on instruments was presented by Mr. 
W. G. Cross, Mr. R. D. Emslie and Mr. A. B. 
Wade. 


The American Dental Society of London 
held its monthly dinner and meeting at the 
College of Surgeons, when a symposium was 
presented by Mr. A. C. R. Macleod, Mr. S. 
Cripps, Mr. J. W. Cunningham and Prof. R. 
W. Lovel on the contact point. 

Despite the international situation, nothing 
is being allowed to interfere with the plans 
of many hundreds of dentists and their fam- 
ilies in Great Britain to attend the Twelfth 
International Dental Congress in Rome Sep- 
tember 7-14. 

G. H. Leatherman, 
D.M.D., F.D.S., R.C.S., F.A.C.D. 


NEWS FROM THE REPUBLIC 
OF ARGENTINA 


The dean of the College of Dentistry of the 
University of Buenos Aires, in accordance with 
a directive issued by the advisory commission 
of the College, has established entrance regula- 
tions for the schools. 

December 15 was the deadline for registra- 
tion in the preparatory course, a program 
obligatory for all who wish to enter the dental 


school. Students who, for some extraordinary 
reason, cannot take this course may take an 
entrance examination on March 15. They must 
present to the dean in writing the reasons for 
nonenrollment in the preparatory course. The 
deadline for submission of such information 
is February 1. 


The preparatory course is being given dur- 
ing February and March. 

Students wishing to enter the dental school 
must have a degree attesting to secondary 
education in the country. A bachelor’s degree 
is required of students from foreign countries 
where reciprocal educational agreements exist. 
Students from other national universities offer- 
ing proof of completion of courses correspond- 
ing to those of the first two years of this Col- 
lege will be admitted without examinations. 

With the issuance of the new entrance re- 
quirements, all previous regulations are void. 

Ricardo Augusto Crespi, 
correspondent from Buenos Aires 
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News of Dentistry 


Association Affairs 


NADL TO CONFER WITH ADA 
ON CERTIFICATION PROGRAM 


The National Association of Dental 
Laboratories has accepted an invitation 
of the American Dental Association to 
confer on a program of certification for 
dental laboratory technicians. The con- 
ference will be held February 3 in Chi- 
cago and will discuss a tentative program 
drawn up by the dental association’s 
Council on Dental Education. 

In the December 26 invitation to 
NADL, Harold Hillenbrand, Association 
secretary, stated, “While this proposal of 
the Council has yet to be considered by 
the Board of Trustees and the House. of 
Delegates of this Association, I believe 
that it will serve effectively as a basis for 
discussion between us.” The dental 
executive also suggested that the meet- 
ing might provide opportunity for discus- 
tion of “those issues relating to the 
accreditation of dental laboratories.” 

NADL, at its October convention, 
voted to delay its own certification plan 
pending discussion with A.D.A. 


FTC HEARING ON LAB RULES 
SET FOR CHICAGO FEBRUARY 4 


The Federal Trade Commission on Feb- 
ruary 4 will hold a public hearing on 
the American Dental Association’s re- 
quest for changes in the Trade Practice 
Rules for the Commercial Dental Labora- 
tory Industry. The hearing will open at 
10 a.m. at the Hotel Knickerbocker in 
Chicago. 

An announcement by the Commission 
said that the hearing would consider (1) 
“the need for amendment” of the Com- 
mission’s definition of the commercial 


dental laboratory industry; (2) whether 
the terms “design” and “occlusion” should 
be deleted from the Rules and (3) 
whether the sections should be eliminated 
from the Rules that deal with advertis- 
ing and promotional allowances, with 
discriminatory services and facilities and 
with exclusive deals. 

FTC rejected the Association’s re- 
quest for an expanded discussion of the 
relationship between the commercial den- 
tal laboratories and the dental profession. 
It said, “With respect to consideration 
of changes in the definition of the indus- 
try, the Commission states that such 
should be confined to the question of 
need for amendment of the present defi- 
nition in order adequately to inform 
as to the applicability of the Rules, and 
that this can be satisfactorily accom- 
plished without identifying the relation- 
ship of the commercial dental labora- 
tories to the dental profession.” 

Association representatives at the hear- 
ing will be Harry Lyons, Association pres- 
ident; Walter E. Dundon, chairman, 
Council on Dental Trade and Laboratory 
Relations; Raymond J. Nagle, dean, Col- 
lege of Dentistry, New York University; 
J. Eugene Ziegler, director, School for 
Dental Laboratory Technicians, Univer- 
sity Extension Dental Program, Univer- 
sity of California in Los Angeles; John 
R. Thompson, chairman, department of 
orthodontics, Northwestern University 
Dental School, and Renah Camalier of 
Washington, D. C., special Association 
counsel. 

Additionally, two consultants will be 
present, Clyde H. Schuyler of New York 
City and F. R. Aldrich of Columbus, 
Ohio. Accompanying the group will be 
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Bernard J. Beazley, secretary, Association 
Council on Federal Dental Services, and 
Bernard J. Conway, secretary, Council on 
Legislation. 


MEDICARE DENTAL FEES TO BE 
NEGOTIATED WITH SOCIETIES 


In line with the request of the Ameri- 
can Dental Association, the Department 
of Defense will soon begin negotiations 
with state dental societies on fee sched- 
ules for dental work performed under 
the Department’s program of health care 
for military dependents. 

Aspects of the program were discussed 
with the American Dental Association’s 
Councils on Legislation and Federal Den- 
tal Services January 7 in Chicago by Lt. 
Col. R. W. Hobson, newly appointed to 
the Office of Dependents’ Medical Care 
to handle the dental aspects of Medicare. 
So far, the Defense Department has ne- 
gotiated contracts solely with state medi- 
cal societies. 

Dentists treating patients are advised 
to send their statements to the fiscal 
agent designated by the Defense Depart- 
ment for the state. As a temporary ex- 
pedient, Veterans Administration fee 
schedules are being used. The program 
applies only to patients in civilian hos- 
pitals, and dental treatment is limited 
largely to certain oral surgery proced- 
ures. Questions on the program may be 
sent to the American Dental Associa- 
tion’s Council on Federal Dental Serv- 
ices at the Central Office in Chicago. 


LEGISLATION COUNCIL MEETS 
AS 85th CONGRESS CONVENES 


Health will be a popular matter for legis- 
lation again this year judging from the 
number of bills introduced on the subject 
at the opening of the 85th Congress. Of 
the 2,000 bills submitted in the first two 
days, some 70 were considered of interest 


to health organizations. Additionally, 
record sums for health were proposed in 


the President’s budget message January 
16. As the new Congress got under 
way, the American Dental Association’s 
Council on Legislation met in Chicago 
to consider those proposals affecting den- 
tistry. 


Jenkins-Keogh * Already introduced into 
Congress are the Jenkins-Keogh bills, 
H.R. 9 and 10. These measures, sup- 
ported by the Association, would aid self- 
employed persons in establishing retire- 
ment plans. Floyd W. Pillars, vice-chair- 
man of the Council on Legislation, and 
Howard Greenblatt, Council assistant 
secretary, represented dentistry at a Jan- 
uary 23 meeting in Washington, D.C., 
sponsored by the American Bar Associa- 
tion to which representatives of some 200 
organizations for the self-employed were 
invited. Meanwhile, the Council alerted 
state and component societies to the im- 
portance of contacting Congressmen for 
support of the measures. 


Dental Research + The proposed budget 
for fiscal 1958, which begins July 1, for 
the Department of Health, Education 
and Welfare tops the three billion dollar 
mark for the first time. It contains a rec- 
ord $6,430,000 for dental health activi- 
ties, an increase of $404,000 over fiscal 
1957. The increase, which was recom- 
mended for the National Institute of 
Dental Research, was exceeded by only 
two of the seven National Institutes of 
Health, that for arthritis and metabolic 
diseases and for allergy and infectious 
diseases. 

Contained within the NIDR budget 
is a proposed appropriation for extra- 
mural research projects of $2,825,000, an 
increase over fiscal 1957 of $125,000. Re- 
search fellowships and training grants 
receive $500,000 each, the same amounts 
as last year. The proposed appropriation 
for research carried on within the Na- 
tional Institute for Dental Research is 
$1,184,000, an increase of $149,000. 
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Not included in the budget is an appro- 
priation for a building for the National 
Institute of Dental Research. It is re- 
ported that in last minute attempts to 
reduce money demands of federal agen- 
cies, the President struck from the 
budget appropriations for nearly all new 
government buildings which were in the 
planning stage. 

The Council on Legislation will sup- 
port increased funds for dental research 
again this year. Latest information indi- 
cates that about 250 applications for 
funds totaling slightly over three million 
dollars will be reviewed by the National 
Advisory Dental Research Council at its 
March meeting. As of October, the 
Council had approved 144 grants of 
nearly $1,278,000. Thus, the additional 
250 requests to be considered in March 
exceed funds available by nearly 1.5 mil- 
lion dollars. Even if a considerable num- 
ber of askings are not approved, as is ex- 
pected, it is considered likely that current 
funds will be inadequate. 

The legislation council also will press 
for appropriation of the $3,700,000 for 
the NIDR building which was authorized 
by Congress in 1956. 


School Construction * Other dental items 
in the President’s budget include $15,- 
200,000 in federal matching funds as a 
starter sum for construction of teaching 
facilities at medical and dental schools, 
a part of new legislation recommended 
by the President, and 30 million dollars 
for construction of health research facili- 
ties, the second installment on a 90 mil- 
lion dollar program voted by Congress 
last year. 


Doctor Draft + The six year old doctor 
draft act expires June 30. The Depart- 
ment of Defense has indicated that it 
will not press for an extension of the act 
but will ask for an amendment to the 
regular draft to provide for the selective 
callup of doctors who have basic military 
liability. This plan appears to be identi- 
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cal with recommendations made by the 
Association to Congress in 1955. Accord- 
ing to Lt. Col. R. W. Hobson of the De- 
partment of Defense, the improved ability 
of the Armed Forces to fill their needs 
without the special draft is in part a re- 
sult of the career incentive program 
urged by the Association. 


RELIEF FUND OVER THE TOP; 
BREAKS ALL EARLIER RECORDS 


The $100,000 Golden Anniversary cam- 
paign of the American Dental Associa- 
tion reached $100,260.93 January 21, the 
fastest completion record in its history. 
The goal was reached a full month ahead 
of last year. Receipt of the final dollars 
needed to make quota followed a second 
appeal mailed a few weeks earlier by 
H. R. Bleier, chairman of the Council on 
Relief. In his letter, Dr. Bleier urged 
those societies who had not yet met their 
quota to go “over the top.” 

As of January 10, the last date for 
which a breakdown was available, 29 
state societies and the U.S. Public Health 
Service had met their quota. 


ASSOCIATION MEMBERSHIP 
PASSES 86,000 AT YEAR’S END 


Membership in the American Dental As- 
sociation reached 86,872 December 31, 
the highest mark in the organization’s 
history. It exceeded last year’s total, also 
a record, by 2,021. 

All major categories of membership 
increased. Active members numbered 
73,022, an increase of 1,691 over the 
previous year. There were 3,860 life 
members as against 3,633 the year before. 
Student membership reached 9,755. It 
was 9,637 in 1955. 

State societies with the largest mem- 
bership were: New York (10,902), Penn- 
sylvania (4,883), Illinois (4,845), South- 
ern California (3,661), Ohio (3,607) 
and Michigan (3,071). 

Societies registering the largest numer- 
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ical increases were: Southern California 
(147), Michigan (146), California (132) 
and New York (118). In all, 49 state 
societies and federal dental services 
showed an increase, eight a decrease and 
two remained the same. 

A year-end tally of membership in the 
federal dental services revealed a 6.8 per 
cent drop in the proportion of dentists 
who belong to the Association. The num- 
ber of dentists on duty climbed from 
6,859 in 1955 to 7,061 in 1956, while 
Association membership declined from 
5,177 to 4,848. 


MARCH 31 IS DEADLINE FOR 
PAYMENT OF MEMBERSHIP DUES 


Association members were reminded this 
month that the deadline for payment of 
membership dues is March 31. Louis M. 
Cruttenden, Association assistant secre- 
tary, pointed out that if a member is 
not in good standing his right to partici- 
pate in the group insurance programs of 
the Association is jeopardized. Addi- 
tionally, the delinquent member no 
longer receives his copy of THE JOURNAL, 
Dr. Cruttenden said. 


DENTAL OFFICIAL STRESSES 
VALUE OF ACTIVE MEMBERSHIP 


Practicing dentists who plan to return to 
full-time study and are considering ap- 
plying for student membership status in 
the Association have been urged to con- 
sider the benefits of active membership. 
Louis M. Cruttenden, Association as- 
sistant secretary, has pointed out that 
accident and health insurance sponsored 
by the Association and by state societies 
as well as malpractice and liability in- 
surance are available only to active mem- 
bers. Insurance companies will not issue 
these policies to students, Dr. Crutten- 
den said. The Association’s life insurance 
policy, however, is available to student 
members. 

Under a policy approved by the House 
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of Delegates last October, students en- 
gaged in full-time graduate training of 
at least one year are eligible for student 
membership and may pay the lower stu- 
dent dues. 


X-RAY DIAGNOSIS HARMLESS 
TO PATIENT, COUNCIL ADVISES 


“There is no scientific evidence that the 
routine use of modern x-ray equipment 
for dental diagnostic purposes will be 
harmful to the patient,” the Council on 
Dental Research said in a formal state- 
ment released in January. 

The statement was prepared in re- 
sponse to inquiries stimulated by recent 
assertions of-some writers and commenta- 
tors that diagnostic dental roentgeno- 
graphic examination may be harmful to 
patients. The statement follows: 


X-ray examinations are essential in the diag- 
nosis of dental disease. The elimination of 
such examinations would hamper adequate 
diagnosis and impair proper treatment. 

Many million x-ray examinations have been 
made annually by dentists without a report 
of injury to the patient. There is no scientific 
evidence that the routine use of modern x- 
ray equipment for dental diagnostic purposes 
will be harmful to the patient. 

The American Dental Association recom- 
mends that all steps be taken to reduce as 
effectively as possible the amount of patient 
exposure to radiation by the use of modern 
equipment such as a long cone, a filter and 
fast film. 

In view of available scientific reports, the 
Council on Dental Research of the American 
Dental Association believes there is no justi- 
fication for concern by patients undergoing 
routine x-ray examinations for dental diag- 
nosis. 


FORMER RESEARCH FELLOW 
AIDS ON RADIATION BOOKLET 


Robert J. Nelsen of Rockville, Md., a 
former American Dental Association re- 
search Fellow at the National Bureau of 
Standards, has been reappointed repre- 
sentative of the Association to the main 
committee of the National Committee on 
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Radiation Protection, Harold Hillen- 
brand, Association secretary, announced 
in mid-January. The committee is spon- 
sored by the Bureau of Standards. 

In his post, Dr. Nelsen will assist in 
revision of Handbook 59, Permissible 
Dose from External Sources of Ionizing 
Radiation, being prepared by the main 
committee. Additionally, he has been 
asked to cooperate in production of a new 
pamphlet on radiation hazards being 
sponsored by the American Coliege of 
Radiology. 


HARRY LYONS TO PRESIDE AT 
NATIONAL HEALTH LUNCHEON 


Harry Lyons, Association president, will 
preside at a luncheon meeting during the 
1957 National Health Forum in Cin- 
cinnati March 20-22. Guest speaker at 
the luncheon is G. Mennen Williams, 
governor of Michigan. Theme of the 
1957 Forum is mental health. The Amer- 
ican Dental Association is a member of 
the National Health Council, sponsor 
of the event. 


DISMISS LIBEL CHARGES 
AGAINST FIVE A.D.A. OFFICIALS 


Libel charges against five of seven Asso- 
ciation officials named in the $100,000 
lawsuit of Robert J. H. Mick, antifluori- 
dationist of Laurel Springs, N.J., were 
dismissed December 13 by the Superior 
Court of New Jersey, Camden County. 
Dr. Mick’s suit claimed that some state- 
ments by Association officials and articles 
in Association publications relating to 
fluoridation contained “false and libelous 
statements” regarding him. 

Dismissed as defendants in the suit 
were Bernerd C. Kingsbury, immediate 
past president; Harry Lyons, president; 
Harold Hillenbrand, secretary, and H. 
Trendley Dean, secretary of the Council 
on Dental Research. The Court ruled 
that the complaint failed to state a claim 


against these defendants. J. Roy Doty, 
secretary of the Council on Dental Thera- 
peutics, was dismissed also on the grounds 
that he was not served with a summons 
relating to the suit. 

Remaining as defendants are the As- 
sociation, Lon W. Morrey, editor, and 
Herbert B. Bain, director, Bureau of 
Public Information. No date has been 
set for the trial. 


SURVEY OF DENTISTRY TO 
START THIS SPRING 


The two year survey of dentistry, to be 
conducted by the American Council on 
Education, will begin this spring, an- 
nounces Arthur S. Adams, Council presi- 
dent. The study, which will cover dental 
education, research, practice and dental 
health, is being undertaken at the request 
of the American Dental Association. It 
will attempt to “assess the achievements, 
resources and potentialities of dentistry 
in the United States, to determine desir- 
able areas of future development, and to 
recommend methods for the better pro- 
vision of an essential service to the Ameri- 
can people.” 

The project is to be financed by the 
following grants: Kellogg Foundation, 
$250,000; American Dental Association, 
$120,000; Rockefeller Brothers Fund, 
$25,000, and the Louis W. and Maud 
Hill Family Foundation, $5,000. 

Comprising the national commission 
responsible for administration of the 
survey will be representatives of such 
groups as education, management, labor, 
medicine and dentistry. 


EDITORS TO ANALYZE GOOD 
AND BAD OF PUBLICATIONS 


Dental editors from across the nation will 
submit their publications to the critical 
scrutiny of experts in editing and layout 
at the Journalism Conference February 
25 and 26 in the Association’s Central 


Office. The Conference is sponsored by 
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the Council on Journalism and the Amer- 
ican Association of Dental Editors. 

In addition to the publications clinic, 
the program includes demonstrations of 
machines used in the publishing field, 
such as binding, Mimeograph and photo 
offset equipment. 

Also scheduled are essays on medical 
writing; production problems such as 
mailing, contracts with printers and ad- 
vertising; library extension services; 
preparation of bibliographies, and the 
publication of undergraduate journals. 

Among essayists are Harold Hillen- 
brand, Association secretary; Herbert 
Bain, director, Bureau of Public Informa- 
tion; Donald Washburn, director, Bureau 
of Library and Indexing Service, and 
J. C. A. Harding, chairman, Council on 
Journalism. 

Other speakers are Morris J. Wilson, 
editor, Kentucky State Dental Associa- 
tion; Leon Snow, executive secretary, 
Michigan State Dental Association, and 
J. P. Gray, M.D., of Detroit. 


APRIL CONFERENCE TO STUDY 
THREE HEALTH CARE PROBLEMS 


Three problems associated with the dis- 
tribution of dental health care will be 
studied at the Eighth National Dental 
Health Conference to be held in Chicago 
April 22-24. The conference is spon- 
sored by the Council on Dental Health. 

Jay H. Eshleman of Philadelphia, 
Council chairman, announced that con- 
ferees would consider (1) determination 
of the costs of dental health care in group 
purchase programs, (2) operation of 
dental society budget payment plans for 
dental health care and (3) conduct of 
joint surveys by dental societies and 
public health departments to determine 
the dental needs and dental manpower 
resources of their respective communities. 

In announcing the subjects for the 
1957 conference, Dr. Eshleman pointed 
out that a continuing study of costs of 
dental health care and of dental man- 


power resources is needed to provide up- 
to-date information when a group pur- 
chase program is proposed. “Current 
plans for which information is needed 
include the Medicare program, proposed 
legislation for health and welfare benefits 
for federal employees and the federal 
program of matching grants for medical 
care under public assistance programs 
which becomes effective July 1,” he said. 


HOSPITAL DENTAL SERVICE 
INSTITUTE SET FOR JUNE 


The first institute on hospital dental 
service to be sponsored by the American 
Dental Association in cooperation with 
the American Hospital Association will 
be held June 17-19 in the Willard 
Hotel, Washington, D. C., announces 
Frank B. Hower, chairman of the Coun- 
cil on Hospital Dental Service. 

The Institute is designed to explore 
various aspects of hospital dental service, 
Dr. Hower states, and no recommenda- 
tions of policy will be made. The Insti- 
tute is open to hospital administrators, 
chiefs of dental services, dentists on hos- 
pital dental staffs and physicians. Regis- 
tration is $45 and may be paid to the 
Institute office of the American Hospital 
Association, 18 E. Division St., Chicago. 

The first day and a half of the three 
day meeting will be devoted to presenta- 
tions of the present policies on accredita- 
tion and approval of hospital services and 
dental education programs by such agen- 
cies as the American Dental Association, 
American Hospital Association and the 
Joint Commission on Accreditation of 
Hospitals. The rest of the conference will 
be a workshop on the relationship of 
dental activities to other hospital services. 


DENTISTS URGED TO AID 
HUNGARIAN RELIEF FUND 


Harry Lyons, president of the American 
Dental Association, has issued an appeal 
to all dentists to support the American 
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National Red Cross disaster fund for 
Hungarian relief. 

The Red Cross has launched a drive to 
raise five million dollars for food, cloth- 
ing and medical supplies to meet the 
emergency needs of the Hungarian 
people and Hungarian refugees in other 
countries. In his statement, Dr. Lyons 
commended the speed with which Red 
Cross agencies acted to provide the essen- 
tials of life to the Hungarian people. 


1956 SCHOOL ENROLLMENT UP; 
CONTINUES RECENT TREND 


Enrollment in the nation’s dental schools 
continued the upward trend of recent 
years with 15,534 students registered Oc- 
tober 15. Enrollment was 266 over the 
same date in 1955. 

The figures were published in the Den- 
tal Students’ Register, released this month 
by the Council on Dental Education of 
the American Dental Association. 

Of the total registered for school, 
13,004 were undergraduates, an increase 
of 274 over the previous year. The in- 
crease is attributable to the opening of 
two new dental schools and to expanded 
facilities in established schools. Fairleigh 
Dickinson College and Seton Hall ac- 
cepted their first freshmen this year. 


The Register lists a total of 3,561 fresh- 
man students. Last year’s graduates were 
3,038. New York and California con- 
tinued to supply the greatest number of 
students, 1,474 and 1,118 respectively. 

Enrollment in dental hygiene schools 
also increased. There were 2,104 students 
registered for the current term as com- 
pared with 2,009 the year before. 

For the first time, the Register contains 
figures for the five Canadian dental 
schools. Total enrollment was 847; 
undergraduates were 791 and freshmen 
students, 306. Canadian schools graduated 
165 dentists last year. 


Supscripts * The 1957 edition of the 
American Dental Directory is available 
for $7.50 from the Order Department 
at the Central Office. The Directory lists 
dentists alphabetically and geographi- 
cally and contains information on li- 
censure requirements, lists dental schools, 
state and national dental organizations. 

. Miss Helaine Levin, Association 
Film Librarian, has been elected to the 
board of directors of the Film Council of 
America. The A.D.A., A.M.A. and other 
national health and education organiza- 
tions are Council members. 


Dental Societies 


COLOR TV PART OF PROGRAM 
AT PHILADELPHIA MEETING 


Eight hours of closed circuit color tele- 
vision will be a high light of the Greater 
Philadelphia Annual Meeting March 
26-29. The meeting is scheduled for the 
new Sheraton Hotel which opens in Jan- 
uary. Also on the program are registered 
clinics, a medical symposium and a public 
health program which will open a work 
conference on administration of dental 


programs in hospitals. Albert L. Borish, 


general chairman, and John C. Piscator, 
chairman of the society’s governing com- 
mittee, will direct the sessions. 


VARIETY OF SUBJECTS PICKED 
FOR CLEVELAND MARCH COURSE 


Medical progress and its relationship to 
dentistry is the subject of a two day 
course to be presented March 13 and 14 
at the Frank E. Bunts Educational Insti- 
tute in Cleveland under the sponsorship 
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of the Cleveland Dental Society. Among 
the topics to be discussed are the relation- 
ship of ocular manifestations to dental 
infection, the dentist’s health, the value 
of hypnosis, dermatological lesions of the 
face and the year in dental research. 

Registration for the course may be 
addressed to the Registrar, Frank E. 
Bunts Educational Institute, 2020 E. 93rd 
St., Cleveland 6. 


TEN STUDY COURSES TO BE 
PART OF WISCONSIN MEETING 


Ten study courses have been arranged in 
addition to essays, table clinics and mo- 
tion pictures on the program of the Wis- 
consin State Dental Society meeting April 
29 to May | in Milwaukee. 

Among the out-of-state essayists will be 
Frederick S. McKay of Colorado Springs, 
Colo. ; Erwin M. Schaffer of Minneapolis; 
George C. Paffenbarger of Washington, 
D. C.; Glenn A. Thomas of Wichita, 
Kan.; Alfred E. Seyler of Detroit; John 
Kuratli of Portland, Ore.; Bernard 
Jankelson of Seattle and Gerard J. Casey 
of Chicago. 

Wisconsin essayists include Robert J. 
Samp, M.D., Rudolph P. Gingrass, Rob- 
ert H. Brah, C. M. Wilcox, R. T. Lang, 
H. O. Hoppe and E. J. Surwillo. 


OREGON DENTAL HISTORY 
PUBLISHED BY STATE SOCIETY 


The History of Dentistry in Oregon, by 
W. Claude Adams, describing the devel- 
opment of the profession from its pioneer 
days in the state to the present, has been 
published. The author, an Oregon dentist 
for over 50 years, has described the de- 
velopment of dental legislation and 
education, the beginnings of society or- 
ganization and the development of official 
publications. Additionally, he has in- 
cluded sketches of outstanding men in 
the profession. The material is docu- 
mented and illustrated. 
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History of Dentistry in Oregon is avail- 
able from the Oregon State Dental As- 
sociation, 304 Selling Bldg., Portland 5. 
Its price is $7.50. 


SOCIETY COMMENDED FOR 
ADMITTING NEGRO MEMBERS 


The recent action of the District of Co- 
lumbia Dental Society in erasing its color 
bar to membership was commended in an 
editorial January 10 in the Washington 
Post and Times Herald. 

“The Society will profit in many ways 
from its welcome action,” the Post stated. 
“By admitting qualified Negro dentists, 
the Society will stimulate fruitful new 
professional contacts and—most impor- 
tant-— will enhance its prestige as it 
comes closer to representing the whole 
dental profession. . . . Like the rest of 
the country, professional people are ac- 
quiring a growing conviction that racial 
prejudice is bad for the individual, bad 
for business—and bad for America.” 


GROWING CALIFORNIA 
SOCIETY BUYS BUILDING 


The purchase of a three story, reinforced 
concrete building in downtown San Fran- 
cisco to provide additional space for the 
California State Dental Association, was 
announced in December by president 
Browning O. Chartrand. 

Cost of the building, at 518 Sutter St., 
was $125,000. The society plans to spend 
upwards of $25,000 for modernization, 
Dr. Chartrand stated. It will be about 
a year before the Association can move 
into its new headquarters. In the last 15 
years, Association membership has more 
than doubled, and its activities have 
grown at an even faster rate, the society 
president said. 


Susscripts * The Minnesota State Den- 
tal Association moved into its new build- 
ing at 2236 Marshall Ave., St. Paul, De- 
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cember 27. Details on the new headquar- 
ters will be published later. . . . More 
than 15,000 persons attended the Decem- 
ber 3-7 Greater New York Dental Meet- 
ing. Included in the total were dentists 
from 24 foreign countries. 


Dental Education 


SUPPLY HOUSE GIVES SCHOOLS 
$7,800 FOR GRADUATE STUDY 


A total of $7,800 for fellowships in 
graduate study or research has been 
awarded 13 dental schools by the M. F. 
Patterson Dental Supply Co. of Minne- 
apolis. The gifts, $600 to each school, 
were announced at Christmas by the 
firm’s president, W. O. Patterson. The 
Patterson-Hettinger-Cary Fellowships, as 
the grants are called, went to the follow- 
ing schools: 


College of Dentistry, State University of 
Iowa; School of Dentistry, Loyola University 
(New Orleans); School of Dentistry, Univer- 
sity of Minnesota; School of Dentistry, Mar- 
quette University; School of Dentistry, Uni- 
versity of Kansas City; School of Dentistry, 
Creighton University; College of Dentistry, 
University of Nebraska; The Dental School, 
University of Oregon; School of Dentistry, 
Meharry Medical College; College of Den- 
tistry, University of Tennessee; College of 
Dentistry, Baylor University; School of Den- 
tistry, University of Texas, and School of 
Dentistry, University of Washington. 


ADVANCED STUDY FELLOWSHIPS 
AVAILABLE AT ROCHESTER 


Fellowships for dental graduates inter- 
ested in research and advanced study are 
available at the University of Rochester 
School of Medicine and Dentistry. Ac- 
cepted candidates may prepare for the 
M.S. or Ph.D. degrees in the basic 
sciences relating to dentistry, for the M.S. 
degree in dental science or may conduct 
research as research associates. 
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Stipends range from $3,000 to $5,000 
a year. Additionally, appointments are 
available to candidates who qualify for 
U.S. Public Health Service Postdoctoral 
Fellowships. The fellowships have been 
made possible through a training grant 
from the USPHS and through industrial 
grants added to funds supplied by the 


University. 


NEW YORK STATE TO AWARD 
28 DENTAL SCHOLARSHIPS 


The State of New York has announced 
the availability of 28 preprofessional den- 
tal scholarships for study in approved 
dental schools in New York. The scholar- 
ships, examinations for which will be 
held next June, carry a stipend of $750 
a year for four years. Complete informa- 
tion may be obtained from any of New 
York’s preprofessional colleges or from 
the Bureau of Examinations and Testing, 
State Education Department in Albany. 


COURT UPHOLDS ILLINOIS 
SCHOOL ON DENTIFRICE 


The United States Court of Appeals Jan- 
uary 16 upheld the University of Illinois 
Foundation in its claim that a dentifrice 
patent assigned to it had been infringed 
upon. The patent had been assigned to 
the Foundation by Edward C. Wach, a 
retired University of Illinois professor, 
and Robert G. Kesel, professor of dentis- 
try, at the school. 

Defendants in the suit are Block Drug 
Co., Amm-i-dent, Inc., and the F. W. 
Woolworth Co. The suit was based on 
the sale of a tooth paste under the trade 
name “Amm-i-dent.” During the course 
of the suit, it was disclosed that the de- 
fendants have manufactured and sold 
some $28,000,000 worth of the patent 
dentifrice in question. 

Amount of damages to be awarded the 
Foundation will be decided by a district 
court. 
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THREE GROUPS AID STUDY OF 
NEW MEXICO DENTAL MANPOWER 


A study to determine the dental man- 
power needs of New Mexico as they now 
are and as they project to 1975 is being 
conducted by the Bureau of Business 
Research of the University of New Mex- 
ico. The study, recommended and fi- 
nanced by the state dental society, will 
be printed and distributed by the New 
Mexico Department of Public Health. 
Decision to undertake the survey of 
New Mexico’s needs followed study of 
the recent report of the Western Inter- 
state Commission for Higher Education 
which analyzed dental manpower re- 
quirements in 11 western states. 


CALIFORNIA ORAL SURGERY 
INTERNSHIP BEGINS JULY 1 


A one year internship in oral surgery 
begins July 1 at the San Francisco Hos- 
pital. Applications and information on 
the training program are now available 
from Melvin J. Sherman, division of oral 
surgery, School of Dentistry, University 
of California Medical Center, San Fran- 
cisco 22. 


OPERATION ON TV PREVIEWS 
FUTURE CHAPEL HILL PROGRAM 


Some 350 dentists watch.d dental opera- 
tions on closed circuit television at the 
School of Dentistry, University of North 
Carolina, Chapel Hill, December 5 dur- 
ing the school’s homecoming day and 
postgraduate dental seminar. The tele- 
vision program was a preview of what 
will be an integral part of the regular 
teaching program with the installation, 
soon to be completed, of the school’s own 
television equipment. 

The TV equipment has been obtained 
with the help of the Dental Foundation 
of North Carolina, Inc., an agency to 
raise funds for education and research. 


The Foundation already has made pos- 


John W. Gallagher, professor of oral pathology 
and periodontology, University of North Carolina 
School of Dentistry, performs an operation before 
the TV camera at the school's postgraduate dental! 
clinic. Some 350 dentists viewed the telecast. 


sible installation of a humidity and tem- 
perature control system in the dental 
school’s research laboratory and has made 
loans to students. 

The December 5 program was telecast 
to six classrooms and laboratories. Opera- 
tions were performed by faculty members 
John W. Gallagher, Marvin E. Chapin 
and Clarence L. Sockwell. 


REFRESHER COURSES AMONG 
THOSE SCHEDULED FOR SPRING 


Alabama * Three refresher courses have been 
announced by the School of Dentistry, Uni- 
versity of Alabama, in Birmingham. General 
anesthesia applicable to dental practice will 
be taught by James D. Jones, Thomas W. 
Jones and Charles A. McCallum March 9 
and 10; oral roentgenology by Arthur H. 
Wuehrmann, April 6-8, and partial denture 
prosthesis by Oliver C. Applegate, April 11-13. 


California + A two day course in the use and 
evaluation of dental materials is offered by 
the University of California School of Den- 
tistry in San Francisco March 29 and 30. 
George C. Paffenbarger, senior research asso- 
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ciate of the American Dental Association at 
the National Bureau of Standards, will teach. 
Additionally, the school has scheduled three 
refresher courses in prosthetics. Complete 
dentures will be taught February 8 and 9; 
partial denture prosthesis, March 15 and 16, 
and immediate dentures, June 8. 

The University of California Extension in 
Los Angeles offers a general refresher course 
starting Aprii 22 and continuing for eight 
weeks. More than half the time will be de- 
voted to laboratory technics and clinical pro- 
cedures. 

Oral surgery is offered as a three year 
graduate program for the year beginning July 
1. Training includes clinical and hospital ex- 
perience and study in the basic sciences. The 
program is designed to fulfill the requirements 
of the American Board of Oral Surgery. 


Indiana * Televised clinical demonstrations 
will be part of a postgraduate course in pedo- 
dontics at Indiana University School of Den- 
tistry in Indianapolis April 8-11. Ralph E. 
McDonald and Maury Massler, assisted by 
members of the faculty, will teach. 
Additionally, the school offers a course in 
crown and bridge laboratory technics for den- 
tal technicians February 11-13 and one in 
partial denture design and construction for 
dentists and technicians March 11-15. A 
symposium on medications in dentistry is 


planned for March 13. 


Iowa * A technic for the elimination of oc- 
clusal disharmonies will be taught at the 
College of Dentistry, State University of Iowa, 
in Iowa City April 18 and 19. Faculty for 
the course is Gerald P. Ivancie and Frank 
Wentz of the School of Dentistry, Loyola 
(Chicago) University. 


Loyola (Chicago) * Joseph Kostrubala, chair- 
man of the department of oral surgery at 
Loyola University School of Dentistry, will 
teach a course in oral surgery March 11-15. 
Lectures on pathology and physiology will 
follow a review of the anatomy of the oral 
region. Students will perform various types 
of operations on cadavers, including open and 
closed reduction of mandibular fractures, par- 
tial resection of the mandible with bone 
grafting and resection of the maxilla for 
tumors. 


Pennsylvania * The schedule of spring courses 
at the School of Dentistry, University of Penn- 
sylvania, in Philadelphia includes the follow- 
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ing: complete denture prosthesis, March 11-16 
and March 18-23; endodontics, April 22 to 
May 3; mandibular third molar, April 1-6; 
clinical oral pathology for the general practi- 
tioner, Thursday evenings, March 7 to May 
23, and surgical pathology, Tuesday evenings, 
March 5 to June 18. 

The school also announces the eighth mid- 
Atlantic States Conference in Dentistry at 
Buck Hill Falls, Pa., April 14-19. Lester W. 
Burket will teach. Theme of the meeting is 
diagnosis and treatment planning for the gen- 
eral practitioner. 


Texas * April 22-26 are the dates of a post- 
graduate course in maxillofacial surgery of- 
fered by the University of Texas Dental 
Branch in Houston. The course, to be taught 
by lecture, seminar and demonstration, will 
cover diagnosis and treatment of fractures, 
neoplastic diseases and developmental de- 
formities. Guest lecturer is Stanley Lane, 
M.D., chief of the head and neck service, 
Albert Einstein Medical Center, New York 
City. Edward C. Hinds, of the school’s fac- 
ulty, will conduct the course. 


Toronto * Orthodontics for the general prac- 
titioner will be given March 11-15 by the 
University of Toronto Faculty of Dentistry in 
Toronto. In addition to lectures, laboratory 
and clinical sessions will be scheduled. Par- 
ticipants may present practical cases for con- 
sultation and discussion. A second course 
offered by the school is dental oral surgery 
and anesthesia April 29 to May 3. Enrollment 
in each course is limited to 12. 


Tennessee * Pedodontics will be taught March 
18 and 19 at the University of Tennessee Col- 
lege of Dentistry in Memphis. Bernard Ra- 
binowitch of Les Angeles and the pedodontics 
staff of the College will be the faculty. 


Public Health 


WALTER PELTON HEADS DENTAL 
PUBLIC HEALTH BOARD 


Walter J. Pelton, chief of the division of 
dental resources, U.S. Public Health Serv- 
ice, has been elected president of the 
American Board of Dental Public Health. 
Dr. Pelton’s election was announced in 
late January. 


ve 
the 
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Selected vice-president-auditor was 
John W. Knutson, assistant surgeon gen- 
eral, and USPHS chief dental officer. 
Philip E. Blackerby, Jr., associate general 
director of the W. K. Kellogg Founda- 
tion, is secretary-treasurer. Chester Tossy, 
assistant director, division of public 
health dentistry, Michigan Department 
of Health, was elected a member of the 
board for a five year term. Dr. Tossy suc- 
ceeds William A. Jordon of Minneapolis. 

The Board will hold its next certifying 
examination November 1 and 2 in 
Miami, Fla. Applications may be ob- 
tained from Dr. Blackerby, 250 Cham- 
pion St., Battle Creek, Mich. They must 
be returned to him no later than July 1. 


USPHS DEVELOPS DEVICE THAT 
CUTS COST OF FLUORIDATION 


Two U.S. Public Health Service scien- 
tists have developed a device to reduce 
the cost of adding fluoride to city water 
supplies, the USPHS announced in mid- 
January. Present cost of adding fluoride 
compounds to drinking water averages ten 
cents a person a year in most sections of 
the country. Development of a new dis- 
solver makes possible the use of fluorspar, 
the least costly form of fluoride, which 
can reduce the average cost to three cents 
a person a year. 

The new device was developed by 
F. J. Maier, sanitary engineer director, 
and E. Bellack, chemist, both of the 
USPHS division of dental public health. 
An article describing their research is 
published in the January issue of the 
Journal of the American Water Works 
Association. 

Previously it was not practical to use 
fluorspar in water supplies because it 
does not dissolve readily. With the new 
piece of water works equipment, the 
fluoride in the fluorspar becomes avail- 
able in the presence of alum, a chemi- 
cal presently used in many water plants 
to clarify water. 

The new dissolver, which has been 


field tested for more than six years, is not 
yet on the market, but its manufacture 
by private industry is expected to begin 
in the near future. 

More than one fourth of the people 
using public water supplies, over 30 mil- 
lion, now drink fluoridated water. 


ATLANTIC CITY APPROVES 
WATER FLUORIDATION 


An ordinance authorizing the fluoridation 
of drinking water for Atlantic City, N.J., 
was passed unanimously December 20 by 
the city commissioners. Approval of the 
New Jersey Department of Health must 
be obtained before the procedure is put 
into effect. 

Authorization of the decay-preventive 
measure came after more than 150 flu- 
oridation backers and opponents at- 
tended a hearing in the commission 
chambers. 

A number of physicians, dentists and 
PTA representatives testified for fluori- 
dation. Leading the opposition was the 
Citizens’ Committee Against Fluorida- 
tion, whose principal spokesman was 
Robert J. Mick, Laurel Springs dentist. 
Dr. Mick currently has a libel suit filed 
against the American Dental Association 
charging that the dental organization has 
issued fluoridation information contain- 
ing “false and libelous statements” re- 
garding him. The Superior Court of 
New Jersey in December dismissed 
charges against five of the seven Asso- 
ciation officials named in the suit. 


ILLUSTRATED PAMPHLET 
DESCRIBES WORK OF USPHS 


An illustrated, blue and white pamph- 
let available from the Superintendent of 
Documents, U.S. Government Printing 
Office in Washington, D.C., describes 
dental careers in the U.S. Public Health 
Service. 

Dental officers work with allied pro- 
fessional personnel in research, dissemi- 


y 


nation of public health information and 
in helping the states improve local health 
services, the booklet explains. A USPHS 
dental officer may work in one of the 
USPHS hospitals, in outpatient clinics 
in the states and Alaska, may be assigned 
to provide mobile service in dental trail- 
ers to isolated stations or may work in a 
federal prison hospital. 


Other assignments are to the National 
Institute of Dental Research in Bethesda, 
Md., and to other research centers main- 
tained by the USPHS. The booklet de- 
scribes qualifications required of officer 
candidates and the salary and other bene- 
fits of USPHS dental careers. 


NORTH DAKOTA, ALABAMA 
NAME DENTAL DIRECTORS 


State dental directors were named re- 
cently for posts in North Dakota and 
Alabama. Named director of the divi- 
sion of oral hygiene in North Dakota’s 
State Health Department is John K. 
Peterson of Minneapolis. Dr. Peterson, 


DOMINICAN HIGHEST AWARD 
CONFERRED ON U. S. DENTISTS 


The Order of Duarte, Sanchez y Mella, 
the Dominican Republic’s highest award, 
was bestowed on Harold Hillenbrand, 
American Dental Association secretary, 
and Don Jose F. Aubertine of San Fran- 
cisco at the Second Regional Pan Amer- 
ican Dental Congress held in Ciudad 
Trujillo in October. The award was pre- 
sented by the Dominican Republic’s sec- 
retary of foreign affairs, Porfirio Herrera 
Baez. 

The Congress was attended by dele- 
gates from most South American coun- 
tries as well as by dentists from the 
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who assumes his new post February 1, 
previously was assistant director. He 
holds the D.D.S. and M.P.H. degrees 
from the University of Minnesota. He is 
a diplomate of the American Board of 
Public Health. 


Sidney L. Miller of Westfield, N. Y., 
became director of the division of dental 
hygiene in Alabama’s Department of 
Public Health January 1. Dr. Miller is 
a graduate of Columbia University 
School of Dental and Oral Surgery and 
served an internship in Montefiore Hos- 
pital in New York. He has been in pri- 
vate practice for 12 years and served five 
years with the Army Dental Corps. 


Aims Chamberlain Mc- 
Guinness, M.D., was sworn in as special 
assistant for health and medical affairs to 
the Secretary of Health, Education and 
Welfare. He succeeds Lowell T. Cogge- 
shall, who resigned to return to his po- 
sition as dean of the division of biological 
sciences at the University of Chicago. 


SUBSCRIPTS * 


United States. Men from the United 
States who took part in the scientific pro- 
gram were: Don Jose F. Aubertine, who 
also was adviser to the Congress; Gordon 
Fitzgerald and Wendell Wylie of the Uni- 
versity of California; Alver Selberg, Law- 
rence R. Ludwigsen, Browning Char- 
trand, Henry Leicester, John Young and 
Bertram Wolfsohn, all of the College of 
Physicians and Surgeons; William Mai- 
son, president, San Francisco Medical- 
Dental Study Club, and A. F. Schopper 
of Kansas City, Mo. 


Among those organizing the Congress 
were Congress 
Franco Santoni; 


Hector C. 
E. Mena 


president, 
Ramon 
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Harold Hillenbrand, American Dental Association secretary (second from right), and 
Don Jose F. Aubertine, adviser to the Second Regional Pan American Dental Congress 
(fourth from right), wear the ribbon and medal of the Order of Duarte, Sanchez y 
Mella awarded them by the Dominican Republic during the Congress October 9. With 
them are (|. to r.): U.S. Ambassador William Pheiffer, Luis Gomez, Dominican Foreign 
Secretary Porfirio Herrera Baez and Hector Franco, dean of the Dental College, Uni- 


versity of Santo Domingo. 


Valerio, secretary; the secretary of public 
health of the Dominican Republic, dentist 
Jose Enrique Aybar; Manelic Gasso, 
F. D. Camino and Pedro Olivaretta. 


F.D.I. VISITORS ASSURED WORLD 
EVENTS WILL NOT CUT TRAVEL 


In answer to inquiries received, Lee 
Kirkland Travel, which is sponsoring 
European tours in connection with the 
F.D.1.’s_ Twelfth International Dental 
Congress, has assured Congress visitors 
that the European situation will not cur- 
tail 1957 travel. Two tours are planned 
by the travel agency. 

The first trip, 22 days in length, leaves 
New York August 31 and returns Sep- 
tember 21. Tour members visit London, 
Lucerne, Florence, Rome for the F.D.I. 
Congress, Rapallo, Nice and Paris. Points 
of interest include Buckingham Palace, 
Downing St. and Scotland Yard in Lon- 
don, the Shakespeare Memorial Thea- 
tre in Stratford-on-Avon, the Italian and 
French Rivieras, Monte Carlo casino, 


the Sorbonne, Notre Dame and Versailles. 

A 31 day trip includes London, Brus- 
sels, Amsterdam, Dusseldorf, Koblenz, 
Baden-Baden, Lucerne, Venice, Flor- 
ence, Rome, Rapallo, Nice and Paris. In- 
formation on the tours may be obtained 
from Lee Kirkland Travel, 1231 Balti- 
more Ave., Kansas City 5, Mo. 


ARPA RESEARCH PRIZE TO BE 
GIVEN DURING F.D.I. CONGRESS 


The first “Prize Dr. H. C. Rene Jaccard” 
of the ARPA Internationale will be 
awarded this September during the 
Twelfth International Dental Congress of 
the Fédération Dentaire Internationale in 
Rome. The medal and diploma will be 
given for the best essay describing origi- 
nal research in periodontal disease. Pres- 
entation of the award will be at the 25th 
anniversary celebration of the founding 
of ARPA September 11. 

Persons wishing to compete for the 
prize may submit six copies of their man- 
uscripts to ARPA Internationale presi- 
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The F.D.I.'s Twelfth International Dental Congress September 7-!4 will be housed in the Universal Rome 
Exhibition buildings (above). Congress participants can visit the famed ruins of the ancient Roman Empire 
which, at its height, extended from Africa to the British Isles and left its imprint in the language and 


dent, Prof. A. J. Held, Institut Universi- 
taire de Medecine Dentaire, 30 rue Lom- 
bard, Geneva, Switzerland, before May 
1. ARPA plans to award a prize for 
periodontal research every two years. 


PREPARE REPORTS FROM WORLD 
DENTISTRY FOR F.D.I. MEETING 


The summarizing of papers on dental 
subjects from all over the world has be- 
gun, preparatory to their presentation at 
the International Dental Congress of the 
Fédération Dentaire Internationale Sep- 
tember 7-14 in Rome, Italy. 

Publication of these reports, begun last 
September, will continue through July 
1958 in the International Dental Journal, 
which has exclusive publishing rights. 

Membership in the F.D.I. carries with 
it a subscription to the International 
Dental Journal and to the F.D.I. News 
Letter. Information on the International 
Dental Congress as well as on F.D.I. 
membership may be obtained from O. H. 
Moen, U.S. national treasurer for the 
F.D.1., 6 Main St., Watertown, Wis. 


culture of the modern world. The Pantheon (facing page, left), temple to all the gods, was built in the 
time of Augustus (27 B.C. to 14 A.D.). Center: Temple to Saturn in the Roman Forum, the old city's 
civic center and market place. Below: The arch of Drusus, built in the last century before Christ. 


JACOB CALANCHE, PROMINENT 
VENEZUELAN DENTIST, DIES 


Jacob Calanche, dean of the College of 
Dentistry of the Universidad de Los 
Andes of Venezuela, died October 26. 
He was 35 years old. Dr. Calanche had 
been teaching for 14 years. In addition 
to his deanship at the Universidad de 
Los Andes, he was professor at the Uni- 
versidad Central. He was also president 
of the delegates from his section of the 
country to the national organization, the 
Colegio de Odontélogos de Venezuela. 


ALABAMA AND SANTO DOMINGO 
SCHOOLS OFFER JOINT COURSE 


The University of Santo Domingo College 
of Dentistry announces three courses to be 
given in conjunction with the University 
of Alabama School of Dentistry. The 
three courses will be held in Ciudad Tru- 
jillo, Dominican Republic. 

A. E. Thomas, chairman of the de- 
partment of operative dentistry and endo- 
dontics at the Alabama school, will teach 
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July 8-12. Sidney B. Finn, chairman of 
the department of pedodontics, teaches 
September 9-13. A course in complete 
dentures will be taught by Horacio Read 
Barreras, former dean of the Dominican 
dental school, August 26-30. Further in- 
formation may be obtained from Hector 
C. Franco Santoni, dean, University of 
Santo Domingo College of Dentistry, 
Ciudad Trujillo, Dominican Republic. 


DENTIST ON FULBRIGHT GRANT 
TO TEACH IN AUSTRALIA 


Kenneth E. Wessels, head of the depart- 
ment of pedodontics in the University of 
Iowa College of Dentistry, has been 
named a visiting lecturer at the Univer- 
sity of Sydney, Australia, for nine months 
beginning in March. He is the first dental 
professor to go to Australia under the 
Fulbright Act, which sends Americans to 
study and teach in other countries. 

Dr. Wessels will lecture at other major 
Australian universities as well as at 
Sydney and will work with the Australian 
Dental Association in promoting preven- 
tive dentistry. 


A solid piece of ivory, carved with Acanthus 
leaves and banded with gold, forms the new gavel 
of the American Dental Society of Europe. The 
engraving on the gavel's head represents the east- 
ern seaboard of America and the western coast 
of Europe. The gavel rests on a sounding block 
of mahogany with an ivory inlay. The Society is 
composed of dentists practicing abroad who have 
degrees from American dental schools. 
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In addition to his teaching position at 
Iowa, Dr. Wessels is director of the chil- 
dren’s dental clinic in the college and is 
clinical professor of pediatrics in the col- 
lege of medicine. He is also supervisor of 
the dental section of the Iowa Hospital 
School for Severely Handicapped Chil- 
dren. 


CHOOSE COMMITTEE FOR 
AUSTRALIAN DENTAL MEETING 


The executive committee has been se- 
lected for the next national Australian 
Dental Congress, to be held in 1959. 
Committee members are: M. S. Joyner, 
president-elect; R. S. Blackburn, vice- 
president; P. M. Wesslink, vice-president ; 
B. W. Leach, treasurer, and M. J. Barrett, 
secretary. Dentists from the United States 
interested in the meeting, may write to 
the secretary, 51 Grenfell St., Adelaide, 
South Australia. 


Susscripts * According to the Czecho- 
slovakian periodical Svobodne Slovo, 
dentists and physicians in that country 
must cease private practice before July. 
Only exceptions are members of univer- 
sity faculties or winners of the Czecho- 
slovakian national prize for medicine or 
dentistry. . .. The University of Southern 
California Dental Study Club of Mexico 
will hold its tenth annual seminar May 
12-16 in Mexico City. Information may 
be obtained from Roberto Woodworth, 
secretary, Melchor Ocampo, 487-302, 
Mexico, D.F. 


National Defense 


GENERAL RIDGELY TO HEAD 
DENTAL ACTIVITIES AT BROOKE 


Brig. Gen. Dale B. Ridgely, formerly 
chief of the dental service at Letterman 
Army Hospital in San Francisco, has 
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Sanford M. Moose (center), professor of oral surgery at the College of Physicians and Surgeons, 
San Francisco, addressed 150 military dental officers October 5 in Frankfurt, Germany. Shown 
with Dr. Moose are (I. to r.): Colonel Dirksen, second medical detachment; Colone! Day, U. S. 
Army Dental! Clinic, Frankfurt; Lieutenant Col. Ream, dental surgeon, U. S. Army Hospital, Frank- 
furt; Dr. Moose; Colonel Clapp, dental surgeon, headquarters, Northern Area Command: Colonel 


James, dental surgeon, headquarters, 
surgeon, U. S. Army Hospital, Heidelberg. 


been named director of dental activities 
at Brooke Army Medical Center in Fort 
Sam Houston, Texas. General Ridgely 
succeeds Brig. Gen. James M. Epperly, 
who recently became chief of the Army 
Dental Corps. 

General Ridgely began his Army ca- 
reer at Letterman in 1926 after gradua- 
tion from the School of Dentistry, St. 
Louis University. He served in World 
War II, and in 1945 went to Japan as 
chief of the dental division of the Pub- 
lic Health and Welfare Section of the 
General Headquarters Command. He 
set up a program of dental training in 
that country and worked closely with 
Japanese dental schools in an advisory 
capacity. 

General Ridgely was appointed briga- 
dier general in October 1954. He is a 
Fellow of the American College of Den- 
tists and of the International College of 
Dentists. 


Northern Area Command, 


and Colonel Nielsen, dental 


REGULAR NAVY EASES RULES 
ON ADMITTING RESERVISTS 


Reserve dental officers may now apply for 
appointment in the Regular Navy Dental 
Corps without having had a prior tour of 


duty. The eased regulations were an- 
nounced by the Navy in mid-January. 
Appointment will be in the grades of lieu- 
tenant commander or below. The Regu- 
lar Navy Dental Corps is at an all time 
high of 860 dental officers. 


ARMY “PERIOD OF ALERT” 
NOTICES NO CAUSE FOR ALARM 


A recent Army notice entitled “Period 
of Alert for Active Duty for Members 
of the Army Reserve,” sent to medical 
and dental students who hold reserve 
commissions, is no cause for alarm, ac- 
cording to a recent statement issued by 
Col. James K. Kidder, special assistant 
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for reserve forces to the Army Surgeon 
General. 

Colonel Kidder states that the no- 
tices were sent as a routine reminder 
of the law and that the Army intends to 
continue granting delays in calls to ac- 
tive duty for students completing their 
dental education, for those in graduate 
study and those in full-time research. 


EXPLAIN DRAFT STATUS OF 4F 
AND 5A SENIOR STUDENTS 


In response to inquiries received concern- 
ing the allocation under the senior dental 
students program of students classified 
as 4F and 5A, the American Dental As- 
sociation’s Council on Federal Dental 
Services has provided the following in- 
formation. 

The Department of Defense has ad- 
vised that senior students with a draft 
classification of 4F or 5A were not allo- 
cated to any military department when 
the 1957 senior dental student question- 
naires were processed. 

Students wishing to be allocated may 
write Frank B. Berry, M.D., assistant 
secretary of defense (health and medi- 
cal), Washington 25, D.C. They will be 
allocated to the service of their choice. 
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Rear Admiral R. W. Malone, chief of the Navy 
Dental Corps, inspects the work of Capt. Arthur 
M. Chasin (DC) USN, while Maj. Gen. Oscar P. 
Snyder (right), recently retired chief of the 
Army Dental Corps, and John Brauer (left), 
civilian member of the Department of Defense 
dental advisory committee, look on. The group 
toured the dental service of Fort Belvoir, Va., 
in mid-September. Others of the group, not 
shown in the photo, were Brig. Gen. Marvin E. 
Kennebeck, chief of the Air Force Dental Corps; 
Brig. Gen. James S. Cathroe, USAF, representa- 
tive assistant for dental services; Thomas P. Fox 
and Francis Reichmann, Department of Defense 
dental advisory committee, and Bernard Beazley, 
secretary, American Dental Association's Council 
on Federal Dental Services. 


When notice is received of the alloca- 
tion, they may apply for commissions 
directly to that branch of the Armed 
Forces. 


General 


EXPLAIN HOSPITAL GROUP’S 
OPINION ON DENTAL STAFF 


The opinion of the American Hospital 
Association on hospital privileges for den- 
tists is explained in a short article appear- 
ing in the December 16 issue of Hospitals, 
the A.H.A.’s journal. 

In answer to the question “What is the 
relationship between dentists and medical 
staffs of hospitals?”, LeRoy E. Bates, 
M.D., associate secretary, Council on 
Professional Practice, writes: 


The feeling of the American Hospital Asso- 
ciation is that qualified dentists must be given 
hospital privileges and work very closely with 
the medical staffs of hospitals. 

When dentists’ patients are admitted to hos- 
pitals, an admission history and physical exami- 
nation should be performed by a physician on 
the medical staff of the hospital who would be 
responsible for the total medical care to that 
patient throughout his hospital stay. A medical 
staff physician should also interpret routine 


4 
/ 

} 

— 


NEWS OF DENTISTRY 


laboratory work and if surgery and anesthesia 
are planned, will render an opinion on the 
condition of the patient for these procedures. 

Many medical staffs amend their bylaws so 
that the title is “Bylaws, Rules and Regulations 
of the Medical and Dental Staff . . .” They 
then write into these bylaws the qualifica- 
tions which dentists must possess to be eligible 
for staff appointment, the procedures for grant- 
ing privileges, the terms of appointments and 
the provision for establishing a department of 
dentistry or a section of oral surgery. The re- 
lationships of this department or section with 
the other departments of the medical staff is 
also described. 


A PENNSYLVANIA BLUE SHIELD 
CONTRACT ADDS ORAL SURGERY 


Certain oral surgery procedures have 
been included under the new Blue Shield 
Plan for some 640,000 Pennsylvania 
steelworkers and their dependents, ac- 
cording to the November issue of Penn- 
sylvania Dental Journal. A number of 
ancillary services, including the dental 
benefits, were added when Blue Shield 
coverage was again selected by the 
United Steelworkers of America and the 
steel companies in negotiations last Sep- 
tember. 

Oral surgery services included are 
treatment of diseases and injuries to the 
jaw and extraction of impacted teeth. 
The beneficiary must be a patient for 24 
hours or for continuous parts of two 
consecutive days in an accredited hos- 
pital. The reduction of fractures and 
dislocations of the jaw, however, can 
be performed either in or out of a hos- 
pital. 


NEW REPORT MADE ON 
ANESTHESIOLOGISTS’ GROUP 


During the past several years, members 
of the dental profession have been so- 
licited for membership in the Interna- 
tional Association of Anesthesiologists, 
Inc., 210 E. Lexington St., Baltimore, 
Md. On several occasions, American Den- 
tal Association publications have pointed 
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out that the I.A.A., Inc., has no official 
connection with the Association. In view 
of the fact that dentists are still being 
solicited, the report from the November 
1956 issue of Newsmonthly, published 
by the American Dental Society of Anes- 
thesiology, is considered of interest: 


The International Association of Anes- 
thesiologists has on a number of occasions 
circularized the dental profession in an effort 
to solicit membership. This solicitation has 
been undertaken with promises of an en- 
graved certificate and entitlement to a Fellow- 
ship (F.1.A.A.) upon the acceptance of “cer- 
tain qualifications.” The “awarding” of a de- 
gree of this sort, without the backing of any 
recognized medical or dental institution, con- 
stitutes a highly unethical practice. 

The International Association of Anes- 
thesiologists has been looked upon with dis- 
favor by the medical and dental professions. 
Organized medical anesthesiology societies have 
recommended that their members ignore these 
letters of solicitation. 

It is interesting that the International 
Journal of Anesthesia, published by the I.A.A., 
does not list an editor and specifies two at- 
torneys as managing editor and co-editor. 
The last issue, published in June 1956, contains 
a number of full length articles which were 
reprinted from other publications. . . . 


HORACE WELLS CLUB CITES 
HARTFORD ANESTHESIOLOGIST 


Ralph Moore Tovell, M.D., anesthesiolo- 
gist at Hartford (Conn.) Hospital, was 
honored December 8 by the Horace Wells 
Club of Hartford. The Club presented 
Dr. Tovell with its first achievement 
award, granted for outstanding work in 
anesthesia. 

Dr. Tovell, in addition to his hospital 
post, is editor of the journal Anes- 
thesiology, has been assistant professor of 
anesthesiology at Mayo Clinic, lecturer 
in anesthesiology at Yale Medical School 
and is the author of some 120 papers. 

In additional actions, the club elected 
E. Arthur Perry of Bridgeport, president; 
William H. Kirschner of New Haven, 
vice-president, and Eugene M. Clifford 
of Hartford, secretary-treasurer. 
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FOUR GENERATIONS OF 
DENTISTS IN GEORGIA FAMILY 


Capt. Sam G. Cole, Jr., a graduate of 
Emory University School of Dentistry, 
class of 1955, and presently on military 
duty, is a young member of the profes- 
sion whose great grandfather, grand- 
father and father preceded him in the 
practice of dentistry. The four genera- 
tions of dentists in the Cole family be- 
gan with great grandfather William E. 
Cole, a practicing Georgia dentist of the 
Civil War period. Grandfather Thomas 
Cole practiced in the same Georgia town 
as his father. He was in practice for 62 
years and was president of the Georgia 
Board of Dental Examiners for 26 years. 

Father Sam G. Cole, Sr., is an Atlanta 
orthodontist. He is a past president of 
the Southern Society of Orthodontists, of 
the Fifth District Dental Society and of 
the Thomas P. Hinman Mid-Winter 
Clinic. He was a member of the first 
committee on dentistry of the National 
Research Council, National Academy of 
Sciences. 

Captain Cole, Jr., completes his mili- 
tary duty this summer. 


HINMAN CLINIC PROGRAM HAS 
CLINICIANS FROM SIX STATES 


Clinicians from six states and one from 
Oslo, Norway, have confirmed speaking 
engagements for the Thomas P. Hinman 
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The Brandt brothers, al! Navy den- 
tists, fulfill the lifelong ambition of 
their father (second from right), 
dentist Carl L. Brandt. Denied a 
Navy career himself because he be- 
gan to practice in 1902 before there 
was a Navy dental corps, he urged 
his sons to see the world with the 
Navy. Left to right are Capt. Max 
J. Brandt, Capt. Connie H. Brandt, 
Dr. Brandt, and Capt. Pau! L. Brandt. 


Mid-Winter 
March 17-20. 
They are: William R. Alstadt of Lit- 
tle Rock, Ark., president-elect of the 
American Dental Association; B. Ny- 
gaard Ostby of Oslo, Norway; John 
Wilson of Columbus, Ohio; Ralph Phil- 
lips, Indianapolis; Capt. Theodore A. 
Lesney, San Diego; Hugh McKinnon, 
Troy, Ala., and George Crane of Chicago. 
Information on the clinic may be ob- 
tained from Thad Morrison, Sr., chair- 
man of the publicity committee, 490 
Peachtree St., N.E., Atlanta, Ga. 


Clinic in Atlanta, Ga., 


LIONS CLUB DENTAL PROJECT 
ATTRACTS NATIONAL INTEREST 


A dental health project, sponsored by the 
Lions Club in the West Virginia towns 
of Wyatt and Shinnston, has attracted 
national attention. The project, which 
included examination of the teeth of all 
school children in the two towns, was de- 
scribed in The Lion, official publication 
of Lions International. The program led 
to correction of dental disorders in about 
50 per cent of the children. Both the 
West Virginia Health Department and 
the U.S. Public Health Service sent rep- 
resentatives to the towns to study the 
project, and health officials hailed the 
Lions Club program as one of the most 
effective ever observed. The project was 
directed by B. A. Starcher of Shinnston. 
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ISAAC SCHOUR ELECTED HEAD 
OF AAAS DENTISTRY SECTION 


Isaac Schour, dean of the University of 
Illinois College of Dentistry, was elected 
1957 chairman of Section Nd (Dentistry) 
of the American Association for the Ad- 
vancement of Science in late December. 
Dr. Schour succeeds H. Trendley Dean, 
secretary of the American Dental Asso- 
ciation Council on Dental Research. 
Chosen committeeman-at-large to suc- 
ceed Wendell L. Wylie of the University 
of California was Joseph C. Muhler, In- 
diana University School of Dentistry. Dr. 
Muhler serves a four year term. Russell 
W. Bunting of Ann Arbor, Mich., con- 
tinues as secretary. At present, there are 
1,137 members in the AAAS dentistry 
section. The 1957 meeting of the AAAS 
will be held in Indianapolis December 
26-31. 


NBS ASSOCIATE DIRECTOR IS 
AAAS PRESIDENT-ELECT 


Wallace R. Brode, M.S., Ph.D., associate 
director of the National Bureau of Stand- 
ards, was chosen president-elect of the 
American Association for the Advance- 
ment of Science at its December meeting. 
Dr. Brode is an internationally recognized 
authority in spectroscopy and chemistry. 
He is a member of the board of directors 
of the American Chemical Society and 
chairman of the Scientific Research So- 
ciety of America. 


WILLIAM PRUDEN, SAID TO BE 
OLDEST DENTIST, DEAD AT 95 


William H. Pruden of Paterson, N.J., be- 
lieved to have been the oldest practicing 
dentist in the nation at his retirement 
seven months ago, died at his home Jan- 
uary 5. He was 95 years old. 

Dr. Pruden was born in Hanover Neck, 
N.J., May 15, 1861. He became appren- 
ticed to Benjamin F. Luckey, a dentist 
of Paterson, at the age of 19 and served 


as Dr. Luckey’s assistant while complet- 
ing his formal education at the old New 
York College of Dentistry, now New 
York University. 

In 1888 he entered private practice 
and later was joined by his son Ken- 
neth, and then by his grandson, William. 
Dr. Pruden estimated that during his 
long career he treated some 125,000 pa- 
tients, including United States vice- 
president Garrett A. Hobart, who served 
under William McKinley, and Billy Sun- 
day, evangelist. 


ALPHA OMEGA HONORS HARRY 
LYONS, ASSOCIATION HEAD 


Harry Lyons, American Dental Associa- 
tion president, was awarded the achieve- 
ment medal of the Alpha Omega 
Fraternity at a banquet attended by 
more than 1,000 persons at the Statler 
Hotel in Boston December 30. 

Dr. Lyons, dean of the School of Den- 
tistry of the Medical College of Virginia, 
was cited for the leadership he has pro- 
vided the profession in education, re- 
search and as a practitioner. In the past 
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Jesse Trager (left), of Baltimore, president of 
Alpha Omega dental fraternity, presents that 
group's achievement award to Harry Lyons, 
American Dental Association president, at a ban- 
quet December 30 in the Statler Hotel, Boston. 
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20 years, the achievement medal has been 
presented to a number of distinguished 
dentists, physicians and scientists, includ- 
ing Jonas E. Salk and the late Albert 
Einstein. Dr. Lyons is the third Associa- 
tion president to receive the award. 
Previous recipients are LeRoy M. S. 
Miner of Boston and J. Ben Robinson of 
Morgantown, W. Va. 


EASTER SEAL DRIVE STARTS 
IN MARCH: SUPPORT ASKED 


March 15 marks the opening of the 1957 
Easter Seal Drive of the National Society 
for Crippled Children and Adults. In 
asking support for the fund raising cam- 
paign, the society announced that contri- 
butions will help support its 15 million 
dollar annual program of research, treat- 
ment and rehabilitation, including serv- 
ices such as speech therapy, nursery and 
preschool centers, special education 
projects, camps and parent education. 

To assist in the specialized education 
of doctors, therapists, teachers and social 
workers, 2,010 scholarships and fellow- 
ships have been awarded by Easter Seal 
societies in the past few years. Contribu- 
tions may be sent to the National Society 
for Crippled Children and Adults, 11 S. 
La Salle St., Chicago 3, or to local Easter 
Seal societies. 


KANSAS CITY OFFERS 
INTERNSHIP, FELLOWSHIPS 


A pedodontics internship at Mercy Chil- 
dren’s Hospital in Kansas City, Mo., has 
been approved recently by the American 
Dental Association’s Council on Dental 
Education. This training is available 
through the University of Kansas City 
School of Dentistry. 

In addition, the chief of dental service 
at the hospital announces the availability 
of two fellowships in pedodontics. Stipend 
is $3,600 a year plus allowances for travel 
to scientific meetings. 
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F.B.I. ASKS DENTISTS’ HELP 
IN SEARCH FOR WANTED MAN 


Dentists have been asked to help the 
F.B.I. in its search for David Daniel 
Keegan, alias Burt Williams, who is being 
sought for robbery and murder commit- 
ted in Iowa. Keegan is believed to be in 
need of dental care. 

He has upper anterior teeth missing, 
probably the upper right lateral incisor 
and the upper left central incisor. They 
have been replaced by a fixed bridge. 
There is a three surface MOD filling in 
the upper left second bicuspid. 

In the lower arch, six anterior teeth 
have been replaced by a partial denture 
with clasps on the lower right and left 
first molars. The lower left first molar is 
either badly decayed or missing. Third 
molars are missing. 

The following teeth, if present, are 
filled: upper right first and second bi- 
cuspid, upper left second bicuspid and 
second molar, lower right second molar. 
Gold has been used on one or two upper 
front teeth. 

Keegan had an advanced case of perio- 
dontal disease in 1951 and may have had 
all teeth extracted since February 1954. 
He is 39 years old, 5 feet 11 inches tall, 
has black hair, protruding eyes and a 
ruddy complexion. 

Dentists who have treated Keegan in 
the past or who treat him in the future 
are asked to call the nearest office of the 
F.B.I. listed on the first page of their 
phone book. 
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Three men, each with more than 50 
years in dentistry, were honored at 
the 50th anniversary banquet Novem- 
ber 19 of the Woodbury Gold Foil 
Study Club, which they helped to 
found. Receiving gold automatic pen- 
cils from Jim Kapp (right) of St. 
Joseph, Mo., who acted as master of 
ceremonies, are (|. to r.): E. H. Bruen- 
ing, 75 years old, of Tucson, Ariz.; 
Peter Barber, 84, of San Francisco, 
and Percy Hunter, 78, of Omaha, 
Neb. 


WOODBURY GOLD FOIL CLUB 
CELEBRATES HALF CENTURY 


A half century of activity was marked 
November 19 by the Woodbury Gold 
Foil Study Club at a banquet at the 
Sheraton-Fontenelle Hotel in Omaha, 
Neb. Participants in the anniversary af- 
fair honored three of the study club’s 
founders, Peter T. Barber of San Fran- 
cisco, Percy Hunter of Omaha, Neb., and 


E. H. Bruening of Tucson, Ariz. Addi- 
tionally, during clinic sessions, club mem- 
bers placed 60 gold foil restorations in 
the mouths of juniors and seniors from 
Boys Town. 


Officers elected were: E. J. LaPorte of 
Omaha, Neb., president; Hugh McDon- 
nell, also of Omaha, vice-president, and 
William Kramer of Lincoln, Neb., secre- 
tary-treasurer. 


Also + T. M. Graber, director of Northwestern University Cleft Lip and Palate 
Institute in Chicago, is on a 42 day lecture tour of the Far East. Sponsored by the 
State Department’s International Education Exchange Commission, the tour will 
include Japan, India, Iraq, Greece, Philippines and Thailand. Dr. Graber’s 56 
lectures at dental societies and schools will cover dental education, cleft palate and 
orthodontics. . .. December marked the twentieth year of the Zoller Memorial Dental 
Clinic in Chicago. At a dinner celebrating the event, J. Roy Blayney, past director, 
reviewed the contributions to research made by the clinic. Frank J. Orland is present 
clinic director. . . . Sigma Epsilon Delta dental fraternity has oversubscribed its first 
plane chartered for the F.D.I. Twelfth International Dental Congress. Chairman of 
the committee on arrangements is Martin Entine of Philadelphia. . .. Harry Duncan, 
79 year old dentist of Oak Hill, W. Va., won $60,000 on NBC-TV’s Break the Bank 
December 18. His topic was the Gospel of St. Luke. . . . March | is the deadline for 
applications for scholarships offered by the Medical Library Association for summer 
study in medical librarianship. Information is available from Anna M. Sexton, 
librarian, Division of Laboratory and Research, New York State Department of 
Health, Albany 1, N. Y. . . . Georgetown University School of Dentistry will hold its 
annual reunion March 9 in Washington, D.C. . . . April 17 and 18 are the dates of 
the annual postcollege assembly of the College of Dentistry, Ohio State University, 
in Columbus. 
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Federal income tax: 


deductibility of travel expenses 


The Council receives many inquiries questioning the deductibility, for federal in- 
come tax purposes, of expenses incurred in attending scientific or professional 
meetings both in this country and abroad. In this connection, the Council calls 
attention to Revenue Ruling 56-168, I.R.B. 1956-17, 6 which is reprinted in its 


entirety below: 


The question frequently arises whether the 
expenses of taxpayers and members of their 
families in making business trips and attend- 
ing business or professional conventions are 
deductible for income tax purposes, especially 
where opportunities exist for personal vaca- 
tioning in connection with the trip or conven- 
tion. The purpose of this Revenue Ruling is 
to set forth guides for taxpayers and field offi- 
cers of the Internal Revenue Service in deter- 
mining the allocation and deductibility of such 
expenses. 

Section 162(a) of the Internal Revenue 
Code of 1954 provides for the deduction of all 
the ordinary and necessary expenses paid or 
incurred during the taxable year in carrying 
on any trade or business, including traveling 
expenses (including the amount expended for 
meals and lodging) while away from home in 
pursuit of a trade or business. Only those ex- 
penses which are ordinary and necessary in 
the conduct of the business and are directly 
attributable to it may be deducted. See sec- 
tions 39.23(a)-1, 39.23(a)-2(a), and 39.- 
23(a)-2(f) of Regulations 118, which are ap- 
plicable by virtue of Treasury Decision 6091, 
C.B. 1954-2, 47. Section 262 of the 1954 
Code provides, with exceptions not here ma- 
terial, that no deduction shall be allowed for 
personal, living or family expenses. 

Where opportunities exist for personal va- 
cationing in connection with business trips or 
the attendance of business or professional con- 
ventions, and especially where the taxpayer is 
accompanied by one or more members of his 
family, it is apparent that examining officers 
of the Service have a duty to give especially 
careful scrutiny to deductions taken in returns 


for the expense involved in order to assure 
against abuse of the deduction permitted by 
section 162(a) of the Code. In those cases 
where a business purpose is served, it is also 
necessary to determine what portion of the 
total expense is deductible as an ordinary and 
necessary business expense and what portion 
represents nondeductible personal or living 
expenses. 

In those cases where a taxpayer makes a 
business trip such as attending a convention 
or other business meeting and, as an incident 
of such trip, engages in some personal ac- 
tivity such as sightseeing, social visiting or en- 
tertaining, or other recreation, that part of 
the total expense of the trip which is directly 
attributable to the taxpayer’s business will be 
treated as deductible notwithstanding the in- 
cidental personal activity. That part of the 
total expense which is properly allocable to 
such incidental personal activities will be 
treated as nondeductible personal or living 
expenses. Where the purposes of a trip are 
primarily personal, the entire expense involved 
will be treated as nondeductible personal or 
living expenses notwithstanding that the tax- 
payer engages or participates in some inci- 
dental activity related to his business. 

Where a taxpayer’s wife accompanies him 
on a business trip, those expenses attributable 
to her travel are not deductible unless it can 
be adequately shown that the wife’s presence 
on the trip has a bona fide business purpose. 
See Rev. Rul. 55-57, C.B. 1955-1, 315. The 
wife’s performance of some incidental service 
does not cause her expenses to qualify as de- 
ductible business expenses. The same rules are 
applicable with respect to any other members 
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of the taxpayer’s family who accompany him 
on such a trip. 

The application of the foregoing guides may 
be illustrated by the following examples: 

(1) A taxpayer makes a business trip for 
the purpose of attending a convention held in 
a coastal city. During the period of the con- 
vention, he also engages in local sightseeing, 
entertaining, and visiting unrelated to his 
business. He also arranges to take a post- 
convention cruise made available to individ- 
uals attending the convention, the purpose of 
which is primarily recreational although some 
incidental sessions are scheduled for lectures, 
discussions, or exhibitions related to the busi- 
ness interests of the group holding the con- 
vention. The expenses paid for the local 


sightseeing, entertaining, and visiting and the 
entire cost of the post-convention cruise are 
deemed to represent nondeductible personal 
expenses. 

(2) A taxpayer's wife accompanies him on 
a business trip, which may include his attend- 


ance of a business or professional convention. 
She occasionally types notes or performs some 
similar service and accompanies him to lunch- 
eons and dinners. The performance of such 
services does not establish that her presence 
is necessary to the conduct of the taxpayer's 
business. 

(3) Under the circumstances involved in 
example (2) above, the cost of transportation 
and lodging exceeds the cost for single fares 
and accommodations but is less than twice the 
single rate. The amount deductible as an or- 
dinary and necessary business expense on ac- 
count of transportation and lodging is the 
amount directly related to the business pur- 
pose of the trip, that is, the cost at the single 
rate for similar accommodations. The amount 
by which the total expense is increased because 
of the wife’s presence and the entire cost of 
the wife’s meals are not deductible. 


Prepared by the Council 
Dental Association. 


on Legislation, American 
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The Reader Comments 


THE JOURNAL devotes this section to comment by readers on topics of 
current interest to dentistry. The editor reserves the right to edit all com- 
munications to fit available space and requires that all letters be signed. 
At the request of the author, signatures will be deleted before publication. 
Printed communications do not necessarily reflect the opinion or official 
policy of the Association. Your participation in this section is invited. 


SEEKS OTHERS INTERESTED 
IN DENTISTRY FOR THE AGED 


For 20 years, on a voluntary basis, I have been 
dentist for the Jewish Home for the Aged in 
Detroit. I would like to contact other dentists 
who have been providing care to the aged so 
that we may gather together in a society of 
some sort to further our knowledge of the 
subject. I would be happy to correspond with 
interested dentists. 

H. M. Friedman, D.D.S., 

9219 Dexter Boulevard, Detroit 


PHYSICAL EXAMINATIONS OF 
DENTAL PATIENTS 


The requirement of a physical examination by 
a physician for dental patients receiving a 
general anesthetic in a hospital poses a serious 
medicolegal problem. This requirement was 
deemed necessary in the belief that all dentists 
are not qualified to perform the examination. 
In addition, the question was raised as to the 
dentist’s legal right to evaluate the patient’s 
physical condition for surgery and anesthesia. 

Since it is an established policy for the 
physical examination to be given by the phy- 
sician for hospitalized dental patients, then 
from a medicolegal standpoint, it is imperative 
that such an examination be given to a patient 
receiving a general anesthetic in the dental 
office where conditions may be less ideal. 

Furthermore, a court of law could assume 
that the patient examined by a physician and 
certified to be in good health and who sub- 
sequently died in the course of the office 
anesthetic was mismanaged by the dentist. 

If a dentist is not qualified to perform a 
physical examination for his patient, then he 
could not evaluate and treat cardiovascular 
and respiratory complications that may occur 
during an anesthetic given by him or under 


The Editor 


his direction. However, if the dentist is quali- 
fied by training and by law to administer gen- 
eral anesthesia or direct its use, then he is 
properly qualified to perform the necessary 
physical examination and to evaluate his pa- 
tient. 

The right of the dentist in anesthesia has 
been seriously jeopardized by this policy of the 
Joint Commission on Accreditation of Hos- 
pitals in requiring that a physical examination 
be done only by a physician. 

Robert M. Booth, D.D.S., Springfield, Ill. 


DENTAL SOCIETIES AND THE 
SUPPORT OF FLUORIDATION 


I have been reading the reports on the pro- 
motion of fluoridation in THE JOURNAL and 
in the News Letter, and they give me cause 
for concern. 

We have spent many years building up 
good public relations. Are we going to retain 
the good will of the populace in face of all 
the name calling and recriminations hurled 
at all who question the propriety, validity and 
morality of this question? How is the popu- 
lace going to react in those cases where no 
vote is permitted? How are the people going 
to react when a referendum is held, and it 
wins or loses by a slight majority? There is 
only one group that will feel the indignation ; 
that is the membership of the component den- 
tal society. 

I doubt that the promotion of fluoridation 
is a proper function of the American Dental 
Association and its components and suggest 
that we get out of this fight. 

If the U.S. Public Health Service feels that 
this is a good measure, let the Health Service 
promote it, and when the totals come up for 
analysis, let it take all the credit or all the 
blame for the results. 

Reuben Feltman, Passaic, N. J. 
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Reports of Councils and Bureaus 


COUNCIL ON DENTAL THERAPEUTICS 
COUNCIL ON DENTAL RESEARCH 
COUNCIL ON DENTAL HEALTH 


Clinical testing of dental caries preventives: 


a summary 


A. L. Russell, D.D.S., M.P.H., Bethesda, Md. 


This is a summary of material in a brochure entitled Clinical Testing of Dental 
Caries Preventives, published in 1955 by the Council on Dental Therapeutics, the 
Council on Dental Research, and the Council on Dental Health of the American 
Dental Association. The brochure reports on a conference held in November 1953, 
convened “to develop uniform standards and procedures recommended for clinical 
studies of dental caries.” The object was not to suggest standardization of research, 
but rather to outline basic general principles of universal acceptance and, so far as 
possible, methods through which these principles could be applied to the clinical 
trial of a caries-preventive agent. This summary, prepared at the request of the three 
Councils, combines the essential material into a single exposition which follows the 
chronological sequence of an actual field trial. For more detailed information the 
brochure itself should be studied. 


INSTITUTION CONDUCTING publication of findings. If financial sup- 
THE RESEARCH port is accepted, the institution must have 
freedom to exercise its discretion in the 

The field trial should be directed by an disbursements made from this fund. 
individual with an appreciation of both 
the clinical and basic science aspects of 
the problem under study. Cooperation of 


and consultation with scientists in such Asa preliminary to the field trial of a pos- 
fields as biochemistry, bacteriology, pa- sible caries-preventive agent, the investi- 
thology, pharmacology, and biometry gator must satisfy himself that the agent 
should be readily available to him. The will do his subjects no harm. The director 
institution should possess adequate perma- of the study should know the complete 
nent scientific equipment, so that perti- composition of any agent tested. 

nent leads may be explored as they arise. Beyond these ethical points, a certain 


It should be stable financially, so that minimum of preliminary investigation is 
continuity of long-term studies is assured. 
It is essential that the institution have Chief, epidemiology and biometry branch, National 


. Institute of Dental Research, National Institutes of 
complete freedom concerning matters of Health, U.S. Public Health Service. 


PRELIMINARY INVESTIGATION 
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essential to sound study design. Some esti- 
mate of the probable efficacy of the agent 
must be made before sample sizes can be 
estimated, and design is influenced im- 
portantly by the characteristics of the 
population chosen for study. Such factors 
as the number of people available, their 
ages, stability of residence, socioeconomic 
and racial backgrounds, and their gen- 
eral patterns of caries attack as measured 
by the contemplated examination method 
must be known and considered during the 
planning period. 


DESIGN OF STUDY 


As a rule, the simpler the experimental 
design, the fewer the experimental errors. 
The first step in design is a clear state- 
ment of the hypothesis to be tested in the 
trial. 


Choice of Statistical Test + At the con- 
clusion of the study it must be shown by 
clear and simple means that response to 
the measure used in the study group was 
significantly and importantly better than 
was response to a placebo (or to no trtat- 
ment) in the control group, or that the 
result was negative. To assure this out- 
come without undue waste of effort, the 
study should be designed to use the most 
appropriate statistical test. This test 
should be chosen by a statistical analyst 
who has participated in planning for the 
study from the outset, and who has been 
thoroughly oriented in its philosophy and 
proposed method. 

His final analysis will usually contrast 
the average number of new carious teeth 
or carious surfaces per person in the 
study group, over the period of the test, 
with the average number of new carious 
teeth or surfaces per person in the con- 
trol group. 


Choice of Index * Caries experience has 
been reported in units as large as the in- 
dividual person (usually, as the percent- 
age of persons who develop lesions in one 
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or more of the teeth which were caries- 
free at the start of the test) or in units 
as small as differences in severity or ex- 
tent between individual lesions. Two 
general principles governing choice of 
index were accepted by the conference: 

a. The choice of index to be used de- 
pends on the objective of the experiment. 

b. The index unit should be small 
enough to be sensitive to differences in 
caries experience, but not so small that 
the added sensitivity is lost through in- 
creased error due to difficulty in measure- 
ment. 

It was the consensus of the conference 
that present experience warranted the 
following conclusions: 

1. The unit of measurement most ap- 
propriate for studies with a limited num- 
ber of subjects is the single tooth surface 
unit, usually expressed as “DMFS.” The 
number of previously noncarious surfaces 
which have become carious during the 
study is determined when this index is 
used. 

2. Although results of a study some- 
times may be expressed appropriately by 
the average number of teeth that become 
carious in the course of the trial, these 
units larger than the single surface should 
not be recommended generally for clinical 
tests. 

3. Units smaller than the single sur- 
face (for example, the number of new 
carious lesions) should not be recom- 
mended until their potential sensitivity 
has been determined to the degree that 
an index based on these smaller units 
can be applied with confidence. 

These decisions followed presentation 
of a study report by A. W. Radike and 
P. C. Kitchin in which five different 
units of measurement had been applied 
to actual examination records from five 
sources, using sample sizes as small as 75 
and as large as 850 individuals, in which 
analyses equivalent to the evaluation of 
180 clinical trials were performed. The 
findings of this study may be summarized 
as follows: 
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a. An index based on the percentage 
of subjects who develop lesions in one or 
more of the teeth which are caries-free at 
the start of the test has the advantage 
of simplicity but is relatively insensitive. 

b. The sum of newly decayed, missing 
and filled permanent teeth (DMFT) is 
the best-known index which uses the 
tooth as the unit of measurement, and it 
has been used satisfactorily to measure 
dental caries experience. In the clinical 
trial, however, it does not measure the in- 
cidence of new cavities in all of the teeth 
and hence it is relatively insensitive. The 
index should be expressed as the average 
number (DMFT) per individual. 

c. The sum of newly decayed, missing 
and filled permanent tooth surfaces 
(DMFS) is considered the surface index 
of choice, and the DMFS should be ex- 
pressed as the average number per per- 
son. 

d. The cavity, or lesion, has been used 
in some studies. In instances of high 
caries activity, when the individual lesions 
extend so rapidly that they coalesce dur- 
ing a test period, the cavity as a unit may 
indicate fewer cavities at the end of the 
test period than at the beginning. This 
and other factors introduce an error 
which tends to underestimate a true dif- 
ference between groups. This unit is less 
sensitive than the surface unit. 

e. Depth, volume, and area units have 
been used. These have no clear morpho- 
logical basis. Those tested were no more 
sensitive to differences than the tooth 
unit and less sensitive than the surface 
unit. 

Several other suggestions on method 
which are somewhat pertinent to choice 
of index may be noted here. Permanent 
teeth lost during the course of the study 
should be considered as lost because of 
dental caries, with the assigned unit value 
dependent on the index used. The surface 
value assigned to teeth so lost may be 
determined by the average number of sur- 
faces involved when teeth are recom- 
mended for extraction; this value should 
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be determined at the beginning of the 
experiment. Some latitude must be al- 
lowed the investigator in his treatment of 
teeth which erupt during the course of 
the study, but the manner in which these 
teeth are considered should be reported. 
Results should be stated for the entire 
mouth, rather than for selected indi- 


vidual tooth types or surfaces. 


Choice of Examination Method + A very 
considerable flexibility in choice of exami- 
nation method was left to the investiga- 
tor. Principles stated were: 

a. Final choice of the method of ex- 
amination is left to the individual investi- 
gator, whose decision may in part be 
determined by the multiple purposes of 
the study, the number of individuals 
studied, and the duration of the experi- 
ment. 

b. Since the object of the clinical trial 
is a comparison between groups, con- 
sistency is more important than refine- 
ment of examination technic; valuable 
information may be elicited, provided the 
conditions of the examination are clearly 
stated, even if the procedure is not com- 
plicated. Hence, the simplest examination 
procedure adequate to test the hypothesis 
should be adopted. 

c. Blind examinations tend to assure 
uniform examination of control and study 
groups. Every effort should be made to 
keep the examiners unaware of the groups 
to which the subjects are assigned, and 
preferably the examiner should be un- 
aware of the agent used in each group. 
It is desirable to employ a random order 
of examination and to use new charts for 
each examination without any clues to 
previous treatments or examinations. 

d. Laboratory tests for caries sus- 
ceptibility should not be used as the sole 
criterion for determining the ability of 
therapeutic agents to limit tooth decay. 

It was the consensus that it would be 
unwarranted to set up any strict require- 
ment for roentgenograms, though there 
was some difference of opinion on this 
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point. The need for roentgenographic 
examination is dependent to some extent 
on the caries index to be used. When 
roentgenograms are used, cavities will be 
detected at an earlier stage than with 
mirror and explorer, but additional errors 
will be introduced; neither method will 
discover all of the cavities in all mouths. 

Roentgenograms provide tangible evi- 
dence in caries examinations. When only 
one of two molars is recorded as present 
at the beginning and at the end of the 
study, it is important to establish that it 
is the same molar; this distinction is easily 
made by roentgenograms. When used in 
conjunction with clinical observation, 
roentgenographic examination provides 
the more complete estimate of caries ex- 
perience, and this may be essential for a 
proper test of the hypothesis. 

On the other hand, clinical plus roent- 
genographic examination is more costly 
and time-consuming than clinical exami- 
nation alone. Other factors being equal, 
a more nearly valid result will be ob- 
tained when less effort is expended in the 
examination and the major effort is di- 
rected to the examination of larger num- 
bers, than when the examination is so 
complex that it forces limitation to a 
comparatively small group. A sample of 
adequate size must be studied regardless 
of the method of examination used. (State- 
ments on pages 16, 21 and 29 of the 
brochure, which discuss the use of com- 
plex examination procedures in small- 
group studies, were not intended to infer 
that sample size requirements may be 
disregarded.) If caries is very active, in- 
cipient interproximal lesions should be- 
come demonstrable by direct visual means 
during a two year interval. 

Laboratory tests are not intended to 
estimate the amount of caries experience. 
They may be included in the study plan 
for the secondary information they may 
provide on the bacteriological and _ bio- 
chemical changes that accompany the 
initiation and progression of the carious 
lesion. Development of an accurate 
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caries-susceptibility test should be a major 
objective of dental investigators. Tests of 
current caries-susceptibility may be useful 
in screening subjects for study. 

The appendix includes a description of 
several laboratory susceptibility _ tests, 
with a review of the literature which re- 
ports comparisons of clinical and roent- 
genographic examination results. 


Selection of Population for Study * 
Choice of a population appropriate for 
study is greatly facilitated if a preliminary 
investigation has determined attack rates 
and patterns in the groups available, and 
this information is required before ade- 
quate sample sizes can be estimated. 

Age groups during which maximum 
caries activity is manifested in permanent 
teeth should be utilized. In general, chil- 
dren of school age were considered most 
suitable for study, since they experience 
high caries attack rates, have many caries- 
free areas susceptible and available for 
decay, and have relatively few restora- 
tions and missing teeth. Because natural 
loss of deciduous teeth complicates analy- 
sis they are often excluded in caries 
studies. (Studies on permanent teeth are 
tacitly assumed in most of the discussion 
presented in the brochure.) Young adults 
are useful when cooperation of patients 
is essential, or when the problem of 
evaluating recurrent caries is important. 

The population selected should be 
homogeneous as regards socioeconomic 
and racial backgrounds. Individuals with 
known exposure to recognized caries-in- 
hibitory agents should be eliminated from 
the study. Stability of residence should be 
considered. Loss of subjects during the 
trial is minimized when institutional chil- 
dren are studied ; in other populations the 
initial groups must be large enough so 
that attrition will not reduce the final 
sample to too small a number. 


Determination of Length of Trial + The 
length of time required for the trial may 
be influenced by the type of examination. 
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A minimum of two years was suggested 
by the conferees, with clinical examina- 
tions at least once a year. 


Computation of Required Sample Size + 
Estimation of required sample size is the 
final step in study planning, since it must 
take into account all of the factors so far 
discussed under the general headings of 
preliminary investigation and study de- 
sign. 

In general, the sample sizes must be 
large enough to meet two basic require- 
ments : 

a. If a difference appears between the 
study and control groups at the end of 
the trial it should be sharp and con- 
vincing. It must be possible to demon- 
strate, using the statistical test around 
which the study has been designed, that 
the difference could not have occurred 
by chance. A difference must not be re- 
ported if, in fact, no difference exists; 
this mistake, in statistical terms, is Type 
I error. 

b. If no difference appears between 
the study and control groups at the end 
of the trial, this observation should set up 
a strong presumption that no difference 
exists. A statement that the difference 
between two groups is not statistically 
significant is meaningless unless the 
groups were large enough to permit the 
assumption that a difference would have 
been exposed had it been present. Type 
II error occurs if no difference is reported 
when a true difference exists. 

Proper sample sizes must be computed 
specifically for each individual study. 
Conditions which tend to increase re- 
quired sample sizes (and the contrary to 
lower them) include, among others: a 
required high degree of validity in the 
result; a high proportion of immune sub- 
jects in the study, or a low attack rate; 
wide variability in individual degree of 
caries susceptibility; an expected differ- 
ence of small magnitude; wide variation 
in response to the treatment; a high de- 
gree of examination error; and a prob- 


able low proportion of subjects available 
for re-examination at the end of the 
study period. Smaller numbers are re- 
quired for a simple demonstration that a 
test agent has value, than are required 
for an accurate estimate of the magnitude 
of the effect; and here, the more accurate 
the estimate required the larger the neces- 
sary sample. 

This computation must be made by a 
competent statistical analyst who is 
thoroughly familiar with the background 
and philosophy of the study, and who has 
participated at every step during study 
planning and design. 


CONDUCT OF FIELD TRIAL 


Assignment of Individuals to Study and 
Control Groups * As a general principle, 
individuals for the test must be taken 
from a homogeneous population, and as- 
signed by an appropriate method to 
study and control groups, which are 
studied simultaneously and which must 
be comparable in all pertinent factors, 
such as dental and chronological age, 
sex, and previous caries susceptibility. 

Two general methods of assignment 
were discussed. In one matched pairs are 
set up; an individual with a given set 
of characteristics is matched with another 
with similar characteristics, and the one 
is assigned to the study and the other 
to the control group by random means. 
In practice this plan was considered to 
be wasteful of effort, since a number of 
individuals for whom no precisely-match- 
ing partner is available must be discarded 
at the outset, and the one partner must 
be eliminated if the other fails to appear 
for re-examination at the end of the 
study. These defects were considered to 
outweigh the advantage of the matched- 
pair plan over the balanced study. 

The balanced study was considered to 
be the method of choice. The procedure 
suggested involved stratification of the 
study population and random assignment 
of subgroup. In this procedure indi- 
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viduals available for the trial are sorted 
into subgroups similar in two or more 
outstanding characteristics (age and sex 
were used in the discussion presented) 
with assignment to study and control 
determined by random means in each 
subgroup. This yields study and control 
groups balanced for the characteristics 
used to set up the subgroups, and ordi- 
narily (given a homogeneous popula- 
tion and the numbers usually required 
for a caries test) approximately in balance 
in other pertinent factors. Slight imbal- 
ance at the outset is not important, since 
loss of individuals during the trial period 
usually results in some imbalance at the 
end, though random assignment prob- 
ably tends to assure equal loss from both 
groups. 

Because this is a statistical problem, 
and because it is desirable that the 
examiner not know whether any indi- 
vidual is a study or a control subject, 
allocation to group is properly the re- 
sponsibility of the statistical analyst. 

If rigid design is used, several test 
groups may be studied against a single 
simultaneous control. Numbers required 
will be larger than in a single two-group 
study, but smaller than the total number 
needed in a series in which each test 
agent is contrasted with an individual 
control. 

Two general principles relating to con- 
trol were emphasized: there is no statis- 
tical manipulation which can compen- 
sate for an inadequate or noncomparable 
control, and a deficiency in control can- 
not be remedied by the inclusion of larger 
numbers of subjects. 


Application of the Test Agent * The 
measure under test should be scrupulously 
and uniformly applied to the study group 
and as scrupulously withheld from the 
control group. When it is practical, test 
and control compounds should be ad- 
ministered by a member of the research 
team. 

In testing the efficacy of a dentifrice 
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it was held essential that toothbrushing 
be conducted under supervision, and that 
persons given a placebo should receive 
the same degree of supervision as those 
using the test substance. However, super- 
vision may be omitted if the trial is de- 
signed to measure the practicability of the 
dentifrice in actual home use, rather than 
its effectiveness per se. 

Other pertinent factors should be held 
uniform between the two groups. The ve- 
hicle for the test and placebo prepara- 
tions should be the same, physiologically 
inert, and compatible with the substance 
to be tested. Both groups should use a 
toothbrush of the same type, and should 
be exposed to comparable environmental 
conditions during the experiment. 


Criteria for Cavities * Whatever the in- 
dex or type of examination used, criteria 
for carious lesions should be clearly stated 
at the outset and uniformly applied to 
study and control groups. The lesion 
should be defined at a level of objectivity 
which all examiners will recognize and 
understand. There must be agreement 
on items to be recorded and the manner 
of recording. There should be uniformity 
in the recording of pits and fissures which 
are questionably carious lesions. In the 
large-scale study, where a number of 
examiners must be used, it was considered 
more important to decide on a few clear- 
cut criteria of definite cavities than to in- 
clude lesions which are questionable or 
extremely difficult and time-consuming 
to diagnose. 

The criteria must permit the examina- 
tion to be made with sufficient accuracy 
to be dependable and reproducible. In 
multiple-examiner studies the examina- 
tion of one observer must be comparable 
with the examination of another. Study 
and control subjects should be distributed 
equally among the observers, and the 
same group of individuals should be fol- 
lowed throughout the study by the same 
examiner. If an examiner must be re- 
placed during the trial, the new observer 
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should be calibrated against the ex- 
aminers remaining in the study. 

In single-examiner studies (recom- 
mended when incipient caries must be 
studied or when a small-scale trial is 
conducted) the examiner must be able 


to maintain comparability with himself 
throughout the course of the study. 


Examining Personnel + There is no single 
factor which is of equal importance to 
that of the personnel making the exami- 
nation. In the selection of examiners, 
every effort should be made to take into 
account experience, objectivity, and avail- 
ability for the entire study. The examiners 
should be competent, meticulous, inter- 
ested and scientifically honest. To elimi- 
nate the possible effect of bias, the 
examiner should not know whether or 
not the subject is in the experimental or 
control group. 


Recording of Results * A_ standard 
routine should always be followed in re- 
cording of examination findings. While 
the type of chart is dependent on the 
material to be entered, it should provide 
for designation of deciduous and perma- 
nent teeth, lost and unerupted teeth, 
and location of the lesion. A record form 
used by the U. S. Public Health Service 
in fluoridation studies is shown in the 
illustration. 

A capable recorder can reduce rather 
than increase the error of recording, in- 
crease the speed of examination, and in 
general make for greater efficiency in 
work. 


Equipment * Recommended equipment 
includes an examination chair with an 
adjustable headrest, preferably one which 
can be raised or lowered, lighting equip- 
ment comparable to that considered 
necessary for dental office procedures, an 
adequate sterilizer, a plentiful supply of 
mouth mirrors and sharp explorers, and 
compressed air or a chip blower. 


Illumination, instrumentation, and 


such practices as preliminary oral prophy- 
laxis, if used, must be maintained as con- 
stant as possible throughout the study. 


EVALUATION OF RESULTS 


Tests to Determine Whether Conditions 
of the Trial Have Been Met * A final re- 
sult is meaningless unless the conditions 
specified for the trial have been met. This 
requires constant supervision by the in- 
vestigator during the course of the test. 
He should determine, for example, 
whether comparable cooperation is being 
obtained from both study and control 
groups. At the end of the trial the magni- 
tude and effect of examiner error should 
be determined, as well as the effects of 
imbalance resulting from loss of subjects 
during the trial period. In a study carried 
out as described here these effects will 
ordinarily be small. Examiner variation 
is usually less important than biologic 
variation in the incidence of cavities. 
With random assignment at the outset, 
loss of subjects from the study group is 
usually compensated for by loss of sub- 
jects from the control group. 


Tests to Evaluate the Results of the Trial 
* Evaluation of the final result is a rou- 
tine matter of applying the statistical test 
specified in the study design, and de- 
termining whether the presumed safe- 
guards against both types of error were 
sufficient under the actual conditions of 
the trial as run. 


PUBLICATION 


Publication is achieved when a report of 
research is made generally available in a 
form that can be preserved. The objective 
of publication is to make the information 
available to the greatest number of in- 
terested people; hence, a report of re- 
search should be published in a readily 
accessible scientific journal. The report 
of a clinical test of a dental caries pre- 
ventive agent should be detailed enough 
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to enable the reader to judge whether the 
general principles summarized here have 
been observed, and should include data 
in sufficient detail, and in such form, 
that a critical reader may judge the 
validity of the conclusions reported. 

The style of the report should be as 
clear, as brief, and as easy to understand 
as possible. Clarity is achieved largely by 
observance of the rules of grammatical 
construction. Comprehensibility is aided 
by logical organization, by the use of 
simple, correct, and consistent terms, by 
the use of short sentences (but not by a 
telegraphic style), and by the liberal use 
of subheadings. 


Organization of the Report + The general 
order of presentation followed in the 
writing of theses is usually acceptable to 
journals reporting research. 

The title should be brief, interesting 
to the reader while avoiding flippancy 
and interrogation, descriptive, and suffi- 
ciently informative for accurate and com- 
plete indexing by a librarian. 

The introduction should present a 
brief, clear statement of the nature of the 
problem, the reasons for its investigation, 
and the scope and general method of the 
investigation. Literature reviewed and 
cited should be pertinent to the investi- 
gation. Methods employed, and all con- 


USE OF THIS OUTLINE OF PROCEDURE 


ditions and circumstances influencing the 
investigation should be described in de- 
tail. 

Data should be reported in the form 
of tables or graphs, or both. When 
graphic representation facilitates interpre- 
tation, it should be employed. In general, 
tabular presentation is superior to graphic 
presentation. Statistical methods and tests 
which are employed should be reported, 
but need not be described unless they are 
new or modifications of standard 
methods. In such instances they should 
be described in detail. 

Detailed restatement of data should be 
avoided in discussion. This portion of the 
report allows the investigator to discuss 
the value and significance of the findings, 
agreement and disagreement with earlier 
reports, limitations of the study, and fre- 
quently desirable additional investiga- 
tions. The principal purpose of the dis- 
cussion is to achieve the ultimate con- 
clusions. The summary contains no new 
material but merely presents a condensa- 
tion of the report. 

The conclusions consist of concise state- 
ments which have been substantiated 
amply by the data. Conclusions drawn 
from one study usually do not have uni- 
versal applicability and, therefore, they 
should be stated in terms of what hap- 
pened in the specific populations studied. 


This material is presented as a review of experience, rather than as a dogmatic set 
of rules. Both the brochure itself and this summary are systematized presentations of 
the suggestions which appeared helpful to members of the conference. It is hoped 
that this material will prove to be of help in the organization and reporting of a 
research project, and will present a background for critical appraisal of research by 
students of dental caries. 
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Based on the gross income of dentists as 
reported in the previous two chapters, 
it is estimated that the civilian popula- 
tion paid $1,600,000,000 to the 76,600 
dentists in nonsalaried practice during 
1955. This estimate takes into account 
the low rate of response from nonmem- 
bers of the Association, whose income 
was appreciably lower than that of 
members. 


PROFESSIONAL EXPENSES 


Of the total gross income of $1,600,000,- 
000, dentists paid out approximately 
$700,000,000 in professional expenses, or 
43.5 per cent of gross income. 

The largest item of expense was sala- 
ries of auxiliary personnel, which ac- 
counted for 26.2 per cent of all profes- 
sional expenses (Table 17). In 1952 the 
figure was 24.8 per cent. Next in magni- 
tude was “commercial prosthetic 
laboratory charges,” which amounted to 
$2,150 or 22.4 per cent of the average 
independent dentist’s expenses in 1955, 
compared with 24.1 per cent in 1952. 
The mean for dental supplies and drugs 
was $1,415, or 14.7 per cent of all ex- 
penses. Rent averaged $1,170, or slightly 
less than $100 per month, and accounted 
for 12.2 per cent of professional ex- 
penses. 

The total commercial laboratory bill 
in 1955 was about $160,000,000. An 
estimated $100,000,000 was spent for 
dental supplies and drugs. 

Most items of expense were highest in 
the Far West. Average total expense in 
the Far West was $13,407, well above 
the next highest region, the Southeast, 
with an average of $11,324. Relatively 
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IV. Professional expenses; auxiliary personnel 


low total expenses were reported in the 


Middle East ($8,231), the Northwest 
($8,549) and in the Central region 
($8,587). 


Average rent ranged from slightly over 
$78 per month in the Northwest to about 
$128 per month in the Far West. Charges 
for utilities were highest in the Southwest 
and Southeast, probably because of the 
need for air conditioning. Depreciation, 
which depends on amount of new equip- 
ment purchased in the last ten years, was 
highest in the Southwest and Far West 
and lowest in the Central region, Middle 
East and New England. There was rela- 
tively little variation in cost of liability 
and equipment insurance by region except 
that the average in the Far West was 
well above that of other regions. Dentists 
in the Far West also spent most for travel 
to professional meetings, society dues, 
journals and so forth. Expenditures for 
dental supplies and drugs were highest 
in the Far West, Southeast and South- 
west. 

The percentages of dentists reporting 
various expense ratios are shown in Table 
18. The expense ratio is the percentage 
of gross income expended for professional 
expenses or “overhead.” More than three 
fourths (75.7 per cent) of all independ- 
ent dentists had expense ratios between 
30 per cent and 54 per cent, inclusive. 
Only 1.2 per cent had expenses amounting 
to less than 20 per cent of gross income, 
and 1.4 per cent had expenses of 70 per 
cent and up. 

As shown in Table 19, half of the non- 
salaried dentists reported sending more 


The first three articles of this series appeared in The 
net for November and December 1956 and January 
1957. 
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Table 17 ® Mean professional exp 


| 
Item 


England| East east 


Office rent $1,010 $1,188 

Utilities (electricity, 
gas, telephone) 

Depreciation on 
equipment 

Insurance (liability 
and equipment) 

Travel to professional 
meetings, society dues, 
journals, etc. 

Commercial prosthetic 
laboratory charges 

Dental supplies, drugs, 
etc. (not equipment 
or office supplies) 

Personnel employed 

Other expenses (laundry, 
office supplies, office 
maintenance, etc.) 


$1,124 
359 


1,880 


1,290 
2,451 


1,203 


$9,128 


Total 


than 90 per cent of their total laboratory 
work to commercial dental laboratories 
in 1955. The median did not vary much 
among the seven regions; it was lowest 
(80.0 per cent) in the Northwest and 
Central states. 

The proportion of all laboratory work 
sent to commercial laboratories is not 
accurately measured by the median of 


Table 18 ® Percentage distribution of independent 
dentists by expense ratio, 1955 


Cumulative 
per cent 


Per cent of 


ti 
Expense ratio dentists 


Under 20% 


of independent dentists by region, 1955 


| New | Middle South- South- |Central| 
west 


$8,231 $10,114 $11,324 $8,587 $8,549 $13,407 


North-| Far 
west | West 


United 
States 


a 
$1,379 $1,029 $ 941 $1,534 


$1,170 


356 


1,962 1,795 2,551 


1,363 
2,223 


1,463 
2,127 


1,753 
3,986 


750 790 950 =:1,796 98 


$9,613 100.0 


the percentages reported by respondents. 
This is true because the percentages re- 
ported by respondents varied from 90 
per cent downward to zero but upward 
only 10 percentage points to 100 per cent, 
as shown in Table 20. Also, there is some 
tendency for dentists with a small amount 
of laboratory work to send it all to com- 
mercial laboratories, whereas dentists 


Table 19 ® Median percentage of dentists’ laboratory 
work sent to commercial laboratories, and estimoted 
percentage of all laboratory work sent to commercial 
laboratories, by region, 1955 


Percentage of laboratory work 
sent to commercial laboratories 


Region Estimated per- 
centage of all 
laboratory work 


Median per- 
centage 


90.0 
90.0 
90.0 
85.0 
80.0 
80.0 
85.0 
90.0 


748 
778 
74.3 
67.6 
66.1 
64.8 
67.0 
70.4 


New England 
Middle East 
Southeast 
Southwest 
Central 
Northwest 
Far West 
United States 


of total | 
income 
2,242 2,299 2,150 22.4 97 
1,621 1,730 1415 147 6.4 
2,797 3,403 2,524 262 I14 
0 
| 
25%-29% 6.5 10.4 
21.5 
35%-39% 16.2 37.7 
40%-44% 19.3 57.0 
45% 15.4 72.4 
50%-54% 13.7 86.1 
60% -64% 3.8 96.8 
65%-69% 1.8 98.6 
70%- 1.4 100.0 iy, 
2 


Table 20 ® Percentage distribution of independent 
dentists by percentage of laboratory work sent to 
commercial laboratories in 1955 


Per cent of laboratory 


| Per cent of | Cumulative 
work sent to commercial por cont 
laboratories 

0 3.0 3.0 
- 9 3.4 6.4 
10-19 3.0 9.4 
20-29 3.0 12.4 
30-39 1.5 13.9 
40-49 11 15.0 
50-59 6.0 21.0 
60-69 3.7 24.7 
70-79 10,7 35.4 
80-89 12.1 47.5 
90-99 35.1 82.6 
100 17.4 100.0 


with a large amount of laboratory work 
tend to do a larger percentage of it in 
their offices. 

The estimated percentage of all labora- 
tory work sent to commercial laboratories 
is shown in Table 19. This estimate was 
derived by dividing the laboratory bill 
reported by each dentist by the percent- 
age of laboratory work he reported as 
having been sent to commercial labora- 
tories. Thus, an estimate was obtained of 
what the dentist’s laboratory bill would 
have been had all of his laboratory work 


been sent to commercial laboratories. 


From these figures it was possible to esti- 
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Table 22 ® Percentage of independent dentists employing specified number and type of personnel, by region, 1955 


Table 21 ® Percentage of dentists employing specified 
number and type of personnel in 1955 


Number of employees* 


Type of Three 
personnel | Part One | Two | or 
time more 
Hygienists 17 8.5 a — 
Technicians 4 3.6 Jl — 
Assistants 1.2 59.5 8.5 1.5 
Secretaries or 
receptionists 11 13.4 4 — 
*Employens worked less than full year, or whe 


worked part time, 
table, ‘part time" 
means .5 to 
employees, 
employees. 


were counted as fractions. In this 
means less than .5 employee, ‘‘one’’ 
1.4 employees, ‘two'' means 1.5 to 2.4 
and ‘three or more’’ means 2.5 and more 


mate that 70.4 per cent of all dental labo- 
ratory work in 1955 was done by com- 
mercial laboratories, and the remaining 
29.6 per cent was done in dental offices. In 
the Middle East, New England and South- 
east, about three fourths of all laboratory 
work was sent to commercial laboratories, 
compared to about two thirds in the other 
four regions. 


AUXILIARY PERSONNEL 


A large increase occurred between 1952 
and 1955 in the number of auxiliary per- 
sonnel employed by dentists. The percent- 


No. and type | New Middle | South- South- Central North- For United 
of personnel* |England East east wer oes west West States 
No employees 22.6 40.0 17.7 16.0 22.8 17.7 11.9 22.9 
One assistant 41.2 36.8 43.7 55.7 47.9 §3.7 49.1 45.3 
One secretary or receptionist 3.8 4.3 3.0 3.5 5.5 4.4 4.0 4.4 
One assistant and one 
secretary or receptionist 19 2.1 69 9.1 3.3 4.4 5.4 4.1 
Two assistants 4.) 32 5.7 8.4 47 3.5 8.2 5.1 
One hygienist and one assistant 12.3 2.2 3.2 1.0 3.0 5 3.5 3.2 
One part time assistant 2.2 11 $ 0.0 1.3 1.4 4 1.0 
One technician and one 
assistant 6 7 1.2 1.7 6 4 1.2 9 
Other 11.3 9.6 181 4.6 10.9 139 17.1 13.1 
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 


*Employees who worked less than a full year, or who worked part time, were counted as fractions. In this 


table, "part time’’ means less than .5 employee 
employees. 


“one” 


means .5 to 1.4 employees and ‘“‘two'’ means 1.5 to 2.4 
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age of dentists employing full-time 
assistants rose from 56.5 per cent in 1952 
to 69.5 per cent in 1955 (Table 21). 
Employment of full-time dental hygienists 
was reported by 6.6 per cent of inde- 
pendent dentists in 1952 and 8.6 per 


cent in 1955. The percentage of dentists 
employing auxiliary personnel of any 
type increased from 73.1 per cent in 1952 
to 77.1 per cent in 1955 (Table 22). 
Based on the results of the two surveys 
of dental practice, it is estimated that 


Table 23 ® Percentage distribution of independent dentists by number of chairs and number of employees of 


specified type in 1955 


No. of 


chairs 


Dentists Hygienists 


N 


Technicians 


o. of employees* 


| 
Secretaries or 


Assistants | 
receptionists | 


Per cent 


All other dentists with one chair 


Part-time 


2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 


All other dentists with t 


All other dentists with three chairs 
All dentists with four or more chairs 


Total 


cot 


17.6 
3 
2.0 
a 


Part-time 


Part-time 


coo-co- 
Nw 


Part-time 


oo-o 


Part-time 


wr 


& 


— 


© chairs 


100.0 


*Employees who worked less than a full year, or who worked part time, were counted as fractions. In this table, 


“part time" 


means less than .5 employee, 
means 


2.5 to 3.4 employees. 


means .5 to |.4 employees, ‘'2'' means 1.5 to 2.4 employees and 


i 
— 
0 0 
0 
— 
1 
1 
0 
1 
1 
1 
0 
0 
1 
0 
1 
1 
0 
0 


Salary Hygienists 

Less than $1,450 5.3 
$1,450-$1,949 1.2 
$1,950-$2,449 8.6 
$2,450-$2,949 18.8 
$2,950-$3,449 16.7 
$3,450—$3,949 15.9 
$3,950-$4,449 10.6 
$4,450 and up 22.9 

Total 100.0 


$3,651 
$3,500 


Mean salary 
Median salary 


dentists employed the following number 
of full-time auxiliary personnel in 1952 
and 1955, respectively: dental hygienists, 
4,900 and 6,700; dental laboratory tech- 
nicians, 3,000 and 2,900; dental assistants, 
45,000 and 62,000; secretaries and re- 
ceptionists, 11,600 and 10,900. The total 
number of auxiliary personnel increased 
from 64,500 in 1952 to 82,500 in 1955, 
an increase of 28 per cent. For the first 
time in history, dentists in private practice 
are outnumbered by their auxiliary per- 
sonnel. 

The proportion of dentists employing 
auxiliary personnel was far from uniform 
throughout the country (Table 22). 
Utilization of auxiliary personnel was 
most prevalent in the Far West, where 
only 11.0 per cent of the dentists reported 
no employees. At the other extreme was 
the Middle East, where 40.0 per cent of 
the dentists practiced without auxiliary 
personnel. 

The percentage of dentists with each 
combination of number of chairs and 
number and type of employees is shown 
in Table 23. The most common combi- 
nation was two chairs and one assistant, 
reported by 28.5 per cent of the respond- 
ents. Reported next most frequently was 
one chair and no employees (17.6 per 
cent) followed by one chair and one 
assistant (13.9 per cent). 
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Table 24 ® Percentage distribution of dentists’ full-time auxiliary personnel by 1955 salary 


Secretaries 


Technicians Assistants and 
receptionists 
6.7 9.4 16.8 
6.7 184 15.7 
2.9 30.3 20.7 
8.6 20.6 16.8 
19.0 12.2 12.9 
12.4 5.1 10.2 
6.6 1.6 2.2 
37.1 2.4 47 
109.0 100.0 100.0 


Salaries paid to auxiliary personnel are 
shown in Table 24. Increases in salaries 
from 1952 to 1955 were as follows: hy- 
gienists, 19 per cent; technicians, 11 per 
cent; assistants, 13 per cent; secretaries 
and receptionists, 15 per cent. Techni- 
cians continued to be the highest paid 
auxiliaries, but by a lower margin than 
in 1952. 

There is reason to believe that the in- 
dicated salaries for hygienists are biased 
downward. As shown in Table 24, 5.3 
per cent of full-time hygienists were 
reportedly paid less than $1,450 in 1955. 
It is considered probable that some den- 
tists omitted from the hygienist’s salary 
income earned as commission, despite 
instructions that such income “should be 
regarded the same as salary.” The re- 
sultant error in the national mean is 
believed to be less than $200. 

Mean salaries of hygienists by region 
provide evidence that some dentists ex- 
cluded income earned as commission 
when reporting hygienists’ salaries. The 
mean salary reported for hygienists in the 
Far West was only $3,038, compared to 
the national mean of $3,651 and the 
mean for the Central region of $4,188. 
It is known that a very high percentage 
of hygienists in the Far West are paid on 
a commission, or part commission, basis. 
Salaries of other .auxiliary personnel 
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tended to be higher in the Far West than 
in other regions. 

Dentists who employed other dentists 
reported paying them an average salary 
of $8,924. The respondents who were 
employed by other dentists reported re- 
ceiving an average salary of $10,392. 


COUNCIL ON DENTAL RESEARCH 


These averages were based on rather 
small numbers of replies and the differ- 
ence may be attributed to sampling error. 

The next article of this series will pre- 
sent information on the size of dental 
offices and the types of insurance carried 
by dentists. 


List of certified dental materials: 


a correction 


The following should be substituted for the listing under “Certified Self-Curing 
Repair Resins (A.D.A. Specification No. 13)” which appeared in the January 1957 


issue of THE JOURNAL: 


CERTIFIED SELF-CURING REPAIR RESINS 
(A.D.A. SPECIFICATION NO, 13) 


Form 
Pink; powder-liquid 


Material 
Bindit 


Manufacturer or distributor 
Rockland Dental Co., Inc. 
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Book Reviews 


TECHNIQUES AND PROCEDURES OF 
ANESTHESIA 


By John Adriani, M.D. Second edition. 
568 pages with 194 illustrations. Index. 
$8.75. Springfield, Charles C Thomas, 
1956. 


This book is the second edition of a well-known 
anesthesia text. The contents have been com- 
pletely revised and brought up-to-date so as to 
include much new material. The subject is 
discussed in the masterly fashion one has come 
to expect from Dr. Adriani. The contents of 
the book are presented in synopsis form, 
and a large amount of information has been 
concentrated in these pages. The book is pro- 
fusely illustrated with pictures, tables and 
graphs. 

Since its first edition nine years ago, this 
book has become a standard text for students 
in anesthesiology, and the new edition promises 
to maintain the popularity of its predecessor. 
It is a useful reference book also for the occa- 
sional anesthetist, including dentists who are 
interested in anesthesia; they will find much 
useful information here. Reference is greatly 
facilitated by a detailed table of contents and 
a comprehensive index. The book is well 
printed, in keeping with the publisher’s usual 
standards. 

J. M. Wyant 


PRINCIPLES AND METHODS OF 
STERILIZATION 


By John J. Perkins, M.S. 340 pages with 
174 figures and illustrations. Index. $8. 
Springfield, Charles C Thomas, 1956. 


The 21 chapters of this book are devoted 
largely to the principles and practical applica- 
tion of heat to the problems of sterilization. 
The first chapter covers the historical develop- 
ment of microbiology with reference to steriliza- 
tion, and 18 of the next chapters are devoted 
to various methods of heat sterilization; of the 
remainder, one chapter covers chemical dis- 
infection and one the uses of gaseous steriliza- 
tion with ethylene oxide. 

The material is well written; excellent de- 
tailed description is given on the use of steam 
and steam sterilizers as they apply to hospital 
problems. This makes the book of special value 
to operating room supervisors, central service 
supervisors and those involved in supervising 
infant formula preparation. 


The figures presented are of special value 
as they show the details of valve controls, 
cross-sections of various sterilizers and layouts 
of departments for providing sterile equipment. 
Throughout the text the emphasis is placed on 
the use of steam, and in view of the title of 
this book, the discussion of chemical and other 
technics of sterilization are inadequate. 

Sol Haberman 


MICROBIOLOGY AND PATHOLOGY 


By Charles F. Carter, M.D., and Alice 
Lorraine Smith, M.D. Sixth edition. 970 
pages with 313 illustrations. Index and 
glossary of terms. $6.50. St. Louis, C. V. 
Mosby Co., 1956. 


This text is distinguished by the earnest efforts 
of the authors to keep the book abreast of the 
times by the inclusion of new material and 
revision of previous chapters as the sciences of 
microbiology and pathology develop. The book 
is divided into three parts: microbiology, path- 
ology and a glossary. The section devoted to 
microbiology is covered in the first 34 chap- 
ters; the section on pathology is presented in 
a systematic fashion by chapters 35 through 
58. 

Although the book was originally written as 
a combined text for schools and nursing, its 
enlarged scope and adequate treatment of 
subjects makes it useful for dental schools and 
schools for dental hygienists. 
Sol Haberman 


THE COLUMBIA ENCYCLOPEDIA 


Edited by William Bridgwater and Eliza- 
beth J. Sherwood. Second edition. 2,203 
pages with a supplement of 63 plates and 
a record of events, 1950 to 1956. Seven 
tables. Thumb index. $35. New York, 
Columbia University Press, 1956. 


Compiled and edited at Columbia University, 
The Columbia Encyclopedia is described as 
the only encyclopedia constructed especially 
for Americans. The second edition of this one- 
volume encyclopedia contains 10,000 more 
entries, a million more words and 300 more 
pages than the first edition which appeared in 
1935. Each of the original articles has been 
scrutinized, pruned of outdated material, re- 
vised where necessary, and the latest available 
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information added. The 1956 supplement in 
the twelfth printing of the second edition en- 
riches the volume with 900 drawings. 

The subject matter is arranged alphabeti- 
cally with guiding cross reference to related 
subjects. Information given under one heading 
generally is not repeated under another; in- 
stead the reader is directed to the item con- 
taining the information by a printed reference 
to that article in small capitals. Each article 
is written in simple language that requires no 
specialized knowledge of any subject. The book 
has separate articles on many phases of Ameri- 
can history, politics, literature, culture, geog- 
raphy and America’s international role. 

It has separate articles on every proper name 
in the Bible, every incorporated place in the 
United States with a population of 1,000 or 
more and every U.S. President and Supreme 
Court Justice since 1908. There are articles 
covering thousands of species of plants and 
animals. The seven tables cover the following: 
all the languages of the world, all U.S. national 
parks and monuments, the elements, common 
abbreviations, poisons and their antidotes, 
weights and measures and Nobel Prize win- 
ners. 

Providing basic information for the general 
reader, The Columbia Encyclopedia is recom- 
mended for the home, office and library. It 
should be most useful around an editorial 
office.“The articles appear authoritative, suc- 
cinct, well written, objective and up-to-date. 

The book is handsomely and durably bound. 
In typography and other physical details it is 
compact. It should stand up under the han- 
dling that such a helpful reference work must 
endure. 

N. C. Hudson 


PROCEEDINGS WORLD CONGRESS OF 
ANESTHESIOLOGISTS CONDUCTED AT THE 
NETHERLANDS, SEPT. 5-10, 1955 


Edited by International Anesthesia Re- 
search Society. 321 pages with illustra- 
tions. Minneapolis, Burgess Publishing 
Co., 1956. 


This volume contains 114 brief abstracts pre- 
sented by members and representatives of 44 
countries of the World Congress of Anesthe- 
siologists meeting. Many of the abstracts deal 
with hypothermia, controlled hypotension, 
hemodynamics during surgery, artificial hiber- 
nation, curare drugs and new intravenous 
drugs. Some of the abstracts review experiences 
and research of individual anesthetists, and 
six concern status and teaching of anesthe- 
siology. 
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The proceedings are edited, and abstracts 
presented in French and German have been 
translated into English. Most of the abstracts 
have charts and diagrams and have a conclu- 
sion or summary with references listed. 

The contents are of primary interest to the 
anesthesiologist. The oral surgeon weuld be 
interested in the report of experimental data 
concerning the modification of local anesthesia 
by surface active agents and the reports of 
Nisentil-Lorfan combinations as a supplement 
to nitrous oxide-oxygen anesthesia. 

This volume is a supplement to information 
reported in anesthesiology literature. 

John T. Geneczko 


FRACTURES OF THE FACIAL SKELETON 


By N. L. Rowe, F.D.S., R.C.S. (Eng.), 
and H. C. Killey, F.D.S., R.C.S. (Eng.). 
923 pages with 1,231 illustrations, 14 in 
color. Index. $22. Baltimore, Williams @ 
Wilkins Co., 1955. 


The authors of this book have been in a unique 
position to deal with a large number of facial 
fractures and injuries and have had the oppor- 
tunity to evaluate the results of the various 
methods as they are carried out in the British 
Isles. This, and the fact that there are eight 
well-known contributors to their book, all in 
important maxillofacial centers in England and 
Scotland, suggest that this publication sets 
forth the predominant opinions on the subject 
held in these areas. 

The book is large, and the object of the 
authors is stated in the preface. “This book 
has been written with the object of providing 
a comprehensive textbook on fractures of the 
facial skeleton which endeavours to present the 
subject matter in a manner acceptable to the 
orthopaedic surgeon, dental surgeon and the 
specialist in maxillofacial surgery.”” The con- 
tents of the book are well arranged and in 
such a manner that it is an admirable reference 
book. It is easy to read, and the quality of the 
English used throughout the book is excep- 
tional. 

There is a logical division of the subject 
matter into (1) fractures of the mandible, 
(2) fractures of the middle third of the facial 
skeleton, (3) gunshot wounds. An interesting 
discussion follows of the historical background 
of the treatment of maxillofacial injuries be- 
ginning in the pre-Christian era. The number 
of illustrations is unusual, and the exactness 
with which they illustrate the subject matter 
is commendable. 

It seems that many British books written on 
this subject in the past have given more space 
to the description of the construction of cast 
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metal cap splints than might be compatible 
with the methods of fixation most commonly 
used in this country. In this publication, this 
is not true. All methods in common use are 
adequately treated and evaluated. Methods 
used in placing interdental wires are thoroughly 
discussed and well illustrated. 

The comprehensiveness and the clarity with 
which the book is written should recommend it 
highly as a source of reference. 

Warren R. Schram 


TEACHER’S SUPPLEMENTARY REVIEW FOR 
USE WITH DENTISTRY IN PUBLIC HEALTH 


By Walter J. Pelton, D.D.S., M.S.P.H., 
and J. M. Wisan, D.D.S., M.S.P.H. 
Second edition. 42 pages. Philadelphia, 
W. B. Saunders Co., 1956. 


Dean Gerald D. Timmons, of Temple Uni- 
versity School of Dentistry, in a foreword sug- 
gests that the Review should contribute to both 
integrated and specialized courses in public 
health dentistry. 

The book to which this review refers was 
published in 1955; the first edition appeared 
in 1949 as the result of efforts of the dental 
health section of the American Public Health 
Association. 

The ten chapters in the 1955 edition deal 
with the following topics: What is public 
health?, surveys and evaluation of dental pro- 
grams, elements of statistical methods, dental 
needs and resources, prevention and control 
of dental caries, prevention and control of 
other dental diseases, administrative prin- 
ciples in dental public health, the practice of 
dental public health, dental health education 
and payment for dental services. 

The review lists questions for each chapter 
which the teacher may ask of the students and 
lists 15 pages of suggestions for multiple-choice 
questions. 


Hudson 


TEXTBOOK ON PERIODONTAL THERAPY 


By Henry M. Goldman, D.M.D., Saul 
Schluger, D.D.S., and Lewis Fox, D.D.S. 
565 pages with 190 illustrations and 100 
plates. Index. $18.75. St. Louis, C. V. 
Mosby Co., 1956. 


The 23 chapters of this book, as the authors 
have stated, are “devoted exclusively to perio- 
dontal therapy and case management.” This 
treatment is somewhat of a departure in perio- 
dontology where a thorough knowledge of 
histopathologic changes is necessary to formu- 
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late therapy properly. The almost total absence 
of histopathologic correlation makes the book 
unsuitable for use as a teaching text. However, 
as a practical book for the clinician, the work 
is excellent. 

The need for a critical evaluation of the 
many technics in periodontal therapy is of 
acknowledged importance, and the authors are 
to be commended for the way in which this 
has been accomplished. Organization of the 
material is excellent. The book begins with 
diagnosis, carries the reader through the many 
phases and facets of treatment to the main- 
tenance phase. 

One is impressed with the realistic manner 
in which this complex subject is considered 
and presented. Most of the unsubstantiated 
data which abounds in this field are placed in 
their proper perspective. This handling of the 
material is deserving of special mention. 

The illustrations are adequate, well chosen 
and well produced. Some of the roentgeno- 
grams have lost detail in reproduction, a 
serious deficiency in a text where they are of 
paramount importance. The drawings are ex- 
cellent and being correlated, for the most part, 
with actual clinical situations, their value is 
further enhanced. 

The publisher has designed a most attractive 
and readable book. The type, size, paper and 
binding are superb. 

There can be no doubt as to the value of the 
work, and it can be unhesitatingly recom- 
mended for the clinician. The authority with 
which the authors speak assures coverage of 
technical details in a practical and competent 
manner. 


Joseph L. Bernier 


BIBLIOGRAPHY OF MEDICAL REVIEWS: 1955 


Edited by Seymour I. Taine for the 
Armed Forces Medical Library. 74 pages. 
Washington, D. C., U. S. Government 
Printing Office, 1956. 


In recent years there has been a gradual in- 
crease in the review type of article in science 
in general and medicine in particular. The 
review article follows the abstract journal as a 
means of helping the practitioner keep up 
with advances in his field. Reviews vary in 
length from a few pages to hundreds of pages. 
The average review constitutes a survey of 
the latest advances in a specific field. 

The present publication came into being 
when the Armed Forces Medical Library de- 
cided to compile the bibliography as a by- 
product of its Current List of Medical Litera- 
ture operation. 
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The bibliography covers about 350 publica- 
tions, of which only seven are dental journals. 
Reviews are listed in the fields of clinical and 
experimental medicine and the allied bio- 
medical fields such as dentistry (13 articles), 
pharmacy, nursing and psychology. The re- 
views are grouped alphabetically by subject 
headings. All the articles selected appeared in 
1955 issues of periodicals. 

“This initial effort,” says the editor in a 
preface, “serves generally as a trial balloon, 
and comments on all aspects of the venture 
are earnestly solicited.” 

The concept behind the bibliography is 
sound, but if an annual bibliography of reviews 
were to cover all fields of medicine thoroughly, 
it would have to be much larger than this 
initial work. The volume’s coverage of dental 
review literature is so meager as to be all but 
valueless. 

The material is arranged for easy reference. 
It is printed by the photo-offset method in a 
pleasing style and bound in soft covers. 

N. C. Hudson 


CEREBRAL PALSY—-ADVANCES IN 
UNDERSTANDING AND CARE 


By Viola E. Cardwell, R.N., P.T., M.A. 
625 pages with 81 illustrations. Index. 
Appendix. $5. New York City, Associa- 
tion for the Aid of Crippled Children. 


Written with the aim of being a source of bene- 
fit for both the best informed and the least 
well informed persons interested in the sub- 
ject of cerebral palsy, this book in its excellent 
presentation of data fulfills that dual purpose. 
Part of the book is so technical that it will be 
understood only by specialists in medicine, 
neurology, anatomy and physiology. Part of 
it deals with social aspects of the subject at a 
level of value to the trained social worker or 
psychologist and part deals with parental 
problems, the suggestions regarding which are 
easily understood by interested lay persons. 

Since the book combines all these ap- 
proaches, it obviously is not intended for hur- 
ried, one-time reading. Rather, it should serve 
as a splendid reference for the professionally 
trained and the laity. Its three divisions, its 
well ordered 26 chapters, its comprehensive 
index as well as its easily readable print and 
numerous illustrations all combine to facilitate 
its use. 

Particularly notable is the book’s coverage 
of developments in cerebral palsy during the 
last five to ten years. Among such develop- 
ments is that of dental care for those handi- 
capped with one or another type of the cere- 


BOOK REVIEWS... VOLUME 54, FEBRUARY 1957 © 293 


bral palsies. Naturally, inasmuch as dental 
needs of the cerebral palsied largely parallel 
those of the nonhandicapped, the discussion 
centers on preventive measures and the 
methodology of rendering care. The space de- 
voted to dental health care and the references 
cited on the subject denote the rapidly de- 
veloping interest in this part of the cerebral 
palsy problem and points up the necessity for 
even more widespread interest on the part of 
the dental profession. 
Richard C. Leonard 


DENTAL CARIES IN NEW ZEALAND 


By R. E. T. Hewat and D. F. Eastcott. 
133 pages with 16 tables and 20 charts 
Appendixes. New Zealand, Medical Re- 
search Council of New Zealand and J. W. 
Baty, Ltd., 1956. 


This book is a report of an extensive survey 
carried out to determine variations in the in- 
cidence of dental decay in certain population 
groups in New Zealand, The conclusions are 
based on an examination of more than 14,000 
European and 7,000 Maori children. The 
caries observations are correlated with a variety 
of oral conditions and with race, geography, 
soil, water, sunshine, rainfall and urban or 
rural residence. The material is well organized 
and easily read; clear tables and charts 
summarize the observations. When indicated, 
figures are subjected to statistical evaluation. 

For various reasons many of the observa- 
tions are inconclusive, but a number of them 
will have value to students of dental caries. 
Among these can be noted the lower caries 
incidence in Maoris and correlations between 
caries and different tooth stains. Of particular 
interest are tentative relationships between 
caries and soil types and charts showing caries 
figures according to age for different tooth 
surfaces in European and Maori girls and 
boys. 

Basil G. Bibby 


KENNY VISITS THE HOSPITAL 


By Julia Ann Bartosh, R.N. 62 pages with 
104 illustrations. $2.50. New York, Ex- 
position Press, 1956. 


What happens when a child enters the hospital 
for the first time? This book, written by a 
registered nurse, presents a pictorial study with 
simply written explanations of a little boy’s 
hospital experiences from admission to dis- 
charge. 

For the most part, the book presents a true 
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picture of the experiences most likely to be 
met by either child or adult in one of our 
modern hospitals. It is doubtful, however, that 
any child would be given the “grand tour,” 
such as was Kenny’s good fortune, and the 
child who reads this book may feel cheated 
when such a tour is not included in his hos- 
pital experience. However, the author’s use of 
this method of presentation may make the 
child aware of most hospital procedures and 
equipment. 

The book should prove of value to parents, 
teachers and others concerned with child in- 
struction. By showing a true picture of hos- 
pital life, the book does much to alleviate a 
fear of the unknown which makes hospital 
adjustment unnecessarily difficult. 

Shirley Burris 


LES PARODONTOPATHIES (PERIODONTAL 
DISEASES ) 


Edited by the Commission for Communi- 
cations and Minutes of the Fourteenth 
Congress for Research on Periodontal Dis- 
ease of the ARPA Internationale, Venice, 
September 5-11, 1955. 386 pages with 
140 illustrations. Index and bibliographies. 
Venice, Tipografia Luigi Salvagno, 1955. 


This report of the Fourteenth Congress of the 
ARPA Internationale was prepared by 64 con- 
tributors from Argentina, Austria, Denmark, 
England, France, Germany, Italy, Netherlands, 
Norway, Sweden, Switzerland and the United 
States. Each author, in his native language, 
wrote on the subject in which he was especi- 
ally interested. Summaries in English, French, 
Italian and German accompany each con- 
tribution. 

Because there are so many authors, there 
appears to be some unevenness in presentation. 
Some of the articles seem to be too long and 
others too short. Nearly all the contributors 
are outstanding authorities and, therefore, 
their articles contain valuable and practical 
information. It is difficult and probably unfair 
to select one or more of the 53 contributions 
as the outstanding articles, but nearly all the 
speeches by American authors reflect the high 
standards of American dentistry. 

There are numerous reproductions of roent- 
genograms and micrograms accompanying the 
contributions. 

The paper is sturdy, but the book is inade- 
quately bound. 

The ARPA Internationale can be congratu- 
lated for having published another superior 
volume dealing with the progress in diagnos- 
ing and treating periodontal diseases. 


Paul H. Glucksman 


A MANUAL OF ORAL SURGERY: 
STEP ATLAS OF OPERATIVE TECHNIQUES 
By W. Harry Archer, D.D.S. Second edi- 
tion. 877 pages with 1,400 illustrations. 


Index. $16.50. Philadelphia, W. B. 
Saunders Co., 1956. 


A STEP-BY- 


As indicated by the title, the 29 chapters of this 
book apparently were written to serve as a 
practical guide for those doing oral surgery. 
The book provides a step-by-step outline of 
operative technics. The subject of oral surgery 
is comprehensively covered, but only insofar as 
the prime objective of the book is carried out 
does it represent a contribution to dental 
literature. 

Starting with minor intraoral operations, 
the book goes on to deal, in broad generalities, 
with plastic procedures, management of malig- 
nancies and cervical metastases and oral pros- 
thesis. 

Those technics having to do with ordinary 
oral surgical procedures—for example, the 
removal of teeth and associated complications, 
apicoectomy, cysts of the oral cavity and frac- 
tures—are adequately depicted by excellent 
diagrammatic illustrations and well-integrated 
text. For these specific technics, the practi- 
tioner or student will find the book an asset. 

There is much material presented, however, 
which deviates from the book’s purpose. Chap- 
ters dealing with antibiotics, infection, the 
dentist’s responsibility in malignancy, radia- 
tion therapy, pain and legal aspects of oral 
surgery are informative and well written but 
properly do not belong in a manual supposedly 
confined to a step-by-step description of tech- 
nics. Further, the inclusion of a large number 
of case reports, although intended to afford 
practical illustrations of the text material, ap- 
pears superfluous for this type of book. 

Eleven contributors add to the value and 
prestige of the publication. Such distinguished 
contributors to dental literature as Cloyd S. 
Harkins, Hamilton B. G. Robinson and Harry 
Sicher have written the chapters having to do 
with their fields of special interest, and, as 
anticipated, these chapters are easily read and 
contain much valuable information. Here, too, 
however, the reader who believes he has a 
book devoted to operative technic may be dis- 
appointed. 

Careful scrutiny reveals a few instances of 
what may be considered, on the part of some 
authorities, as erroneous information or poor 
surgical judgment. Notwithstanding, this book, 
in general, can be regarded as a well prepared, 
logically organized, highly readable oral sur- 
gery text, and most general practitioners of 
dentistry, oral surgeons and physicians will 
find it a worthwhile addition to their library. 

Herbert J]. Bloom 
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Current Literature 


DIFFERENTIAL DIAGNOSIS OF FIBROUS 
DYSPLASIA AND FIBRO-OSSEOUS 
NEOPLASTIC LESIONS OF THE JAWS AND 
THEIR TREATMENT 


Kurt H. Thoma. J. Oral Surg. 14:185 
July 1956. 


Fibrous dysplasia is difficult to distinguish from 
ossifying fibroma or fibro-osteoma. In the 
former, the entire bone or a great part of it 
may be involved. The condition is due to faulty 
osteogenesis. In the latter, the young con- 
nective tissue cells, which are the ancestors 
of the osteoblast as well as of the cementoblast, 
form a neoplasm that develops in the jaw and 
causes localized expansion. The clinical ob- 
servations interpreted by means of roentgeno- 
grams furnish the best basis for a differential 
diagnosis. The pathologic examination is 
of little help, since in both diseases various 
stages of cell differentiation and different types 
and amounts of intercellular substances—col- 
lagen, osteoid and bone—are seen. 

In fibrous dysplasia, the surgical treatment 
should be restricted to the obtaining of a good 
cosmetic result. The neoplastic lesion should 
be totally excised at the earliest possible time. 
References to reports of transformation of 
fibrodysplastic lesions into osteosarcomas are 
given, Such instances present additional proof 
of the neoplastic nature of fibro-osteomas. 


FACIAL PAIN 


C. Dean Couch, Jr. J. Oral Surg. 14:216 
July 1956. 


It behooves the dentist to have a broad knowl- 
edge of the various causes of facial pain, as 
well as an understanding of nerve distribution 
in the face and the pathologic physiology of 
pain in this region. The somatic and visceral 
components of the nervous system participate 
in supplying the organs of the head and neck, 
and on anatomic grounds alone the evaluation 
of facial pain offers considerable complexity. 

All healthy individuals have approximately 
the same capacity for perceiving pain; how- 
ever, the threshold for reaction to pain may 
vary widely in the same individual from day 
to day and under different circumstances. A 
patient’s pain must never be classified as 
psychogenic until every possible organic cause 
has been eliminated. If a patient does have 


psychogenic pain, the condition demands care- 
iul evaluation and proper treatinent equal to 
that accorded organic pain. 

Symptomatic facial pain is discussed under 
the following headings: (1) pain originating 
from oral conditions—including pulpitis, den- 
ture trauma, localized alveolar osteitis, im- 
pacted teeth, burning tongue and other 
pathoses, (2) disease of the temporoman- 
dibular joint, (3) sinus pain, (4) pain as a 
manifestation of cerebral disease—including 
tumors, aneurysms, multiple sclerosis and 
syringobulbia, (5) pain as a manifestation of 
systemic disease—including syphilis, thyroid 
deficiency, allergy, herpes zoster and herpes 
simplex, (6) otalgia and (7) elongated styloid 
process. 

Idiopathic facial pain is discussed under 
the following headings: (1) trigeminal 
neuralgia, (2) glossopharyngeal neuralgia, (3) 
sphenopalatine neuralgia, (4) buccal neu- 
ralgia, (5) atypical neuralgia, (6) facial neu- 
ralgia and (7) vagus neuralgia. 


LINGUAL NERVE NEUROPATHY RESULTING 
FROM SIALOLITHIASIS 


Donald E. Cooksey. J. Oral Surg. 14:240 
July 1956. 


A patient had a salivary stone removed from 
the duct of the submaxillary gland by a trans- 
oral approach. After surgery, the patient de- 
veloped severe pain and tingling in the side 
of the tongue, the floor of the mouth and the 
lingual mucosa. The submaxillary salivary 
gland became firm, tender and nodular. 

Examination, including sialograms, revealed 
only a stricture in the salivary duct. The 
difficulty was diagnosed as retrograde infection 
due to stenosis of the duct after surgery. The 
lingual symptoms were regarded as dramatiza- 
tion of the problem by an overly emotional 
patient. 

Treatment, consisting of antibiotics and 
medicated oil, produced remission, but the 
symptoms returned, and the gland was surgi- 
cally removed. At operation, the lingual nerve 
was found ta be firmly embedded in the 
fibrous scar and was freed and returned to its 
normal position. The patient recovered rapidly 
and is free of complaints. 

The possibility of the embedded nerve had 
not been considered in the preoperative diag- 
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nosis and, by good fortune, was discovered 
at surgery. The obvious anatomic and physio- 
logic factors were minimized because of 
psychic factors, a situation which emphasizes 
the need for careful and painstaking evalua- 
tion of clinical symptoms prior to their dis- 
missal as psychic complaints. 


TREATMENT OF PERSISTENT INFECTION 
OF THE FACE AND NECK 


Daniel Verne. J. Oral Surg. 14:249 July 
1956. 


Infections of the head and neck which result 
from dental disease are bizarre and, in many 
instances, difficult to eliminate. In one in- 
stance, it took eight months of intermittent 
surgery and chemotherapy to eliminate com- 
pletely all signs of infection. Incision and 
drainage and the use of antibiotics seemed to 
hold the infection temporarily, only to have it 
recur at a later date. 

The patient was an undernourished woman 
of 60 who complained of pain and swelling 
of the left side of the face. The teeth were 
suffering from extreme periodontal disease. 
The patient had first noticed swelling in the 
maxillary region on the left side 14 weeks 
prior to her first visit. Later, the swelling 
moved down in a mandibular direction, and it 
became difficult for the patient to separate her 
jaws. About one week before the patient was 
seen, an opening appeared on the left cheek 
just anterior to the masseter muscle, and sup- 
purative material drained spontaneously from 
this point. 

Penicillin was administered intramuscularly, 
and the first operation consisted of incision 
and drainage of the masticator space. The 
patient was well for a short period of time. 
Then an abscess formed behind the ear, and it 
was necessary to incise and drain the abscess 
by means of an incision behind the ear and 
one in the temporal region. A through and 
through drain was placed in this region. 
Roentgenograms of the mandible and maxilla 
did not reveal osteomyelitis. 

A third operation was necessary shortly after 
the second because the original symptoms again 
appeared with definite suppurative material in 
the masticator space. A through and through 
drain was placed from the temporal region 
to the inferior border of the mandible by 
passing a rubber drain beneath the zygomatic 
ridge. 

Four months after the removal of the third 
drain, it was necessary to perform a fourth 
operation to relieve the accumulation of sup- 
purative material in the masticator space. 


Again a through and through drain was placed 
from the temporal region to the mandible. 
The mandibular left impacted third molar was 
removed at this time, but it was not felt that 
this tooth was the cause of the infection. 

Penicillin therapy was instituted and con- 
tinued throughout the four operations. One 
month after the fourth operation a fifth pro- 
cedure was necessary, and again a through 
and through drain was placed from the tem- 
poral region to the mandible underneath the 
zygomatic ridge. This rubber drain was re- 
placed with a perforated rubber drain and 
200,000 units of penicillin in 100 cc. of dis- 
tilled water was allowed to drip through the 
wound. This was accomplished by placing the 
penicillin in an intravenous bottle. The tubing 
from the bottle ran to the temporal opening 
of the drain. The solution was allowed to drip 
through the drain and empty out of the sub- 
maxillary opening at a very slow rate. The 
procedure was repeated every day for three 
days until the drain was accidentally removed. 

The patient recovered uneventfully, and 
eight months after the patient’s first visit, the 
sedimentation rate finally dropped to 34 mm. 
on the first hour and 64 mm. on the second 
hour. The patient was discharged from the 
hospital with complete resolution of swelling, 
and to the date of writing, which is eight 
years after the final operation, there has been 
no recurrence of the infection. 

Infections of the head and neck are danger- 
ous and require careful treatment. A knowl- 
edge of the anatomy of the facial planes and 
synergistic treatment with antibiotics is neces- 
sary. 


SURGICAL TREATMENT OF BENIGN HARD 
TISSUE LESIONS OF THE ORAL CAVITY 


Henry B. Clark, Jr. J. Oral Surg. 14:277 
Oct. 1956. 


The hard tissue lesions occurring in and about 
the jaws which may require surgical treat- 
ment may be derived from bone or from any 
of the elements of tooth-forming tissue. For 
surgical purposes they may be classified ac- 
cording to their location: peripheral, partially 
buried or central. Establishment of a pathologic 
diagnosis is important, but a preoperative 
biopsy is seldom done in such instances, since 
clinical and roentgenographic evidence are 
usually sufficient to make a preliminary diag- 
nosis. Whenever malignant or systemic disease 
is suspected, a biopsy specimen should be taken 
first. 

The surgical care of benign hard tissue lesions 
is best performed by raising a large muco- 
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periosteal flap, then dealing with the lesion 
with effective bone cutting instruments such 
as mallet and chisel, surgical bur and rongeur 
forceps. Wounds resulting from removal of 
surface growths and from small central lesions 
require no packs or drains and may be closed 
with interrupted silk sutures. The defects re- 
maining after removal of large central lesions 
are best handled by repeated changes of gauze 
dressings, so that the cavity may fill in by 
granulation. Large, ill defined lesions such as 
condensing osteitis and complex odontomas 
without a well defined capsule should be left 
undisturbed unless they are causing symptoms. 


GENERAL ANESTHESIA 
IN DENTAL OFFICE PRACTICE 


Harry M. Seldin. J. Oral Surg. 14:288 
Oct. 1956. 


General anesthesia for dental office procedures 
is an integral part of the practice of dentistry. 
The patient with cerebral palsy, the spastic 
patient, the frightened child and the adult 
emotionally unprepared for dentistry are best 
treated while under general anesthesia. More 
than 90 per cent of all oral surgeons routinely 
employ general anesthesia in their offices. Gen- 
eral anesthesia in the dental office must be 
administered by thoroughly trained personnel, 
dentist or nurse, whose sole function is the 
maintenance of the patient in a satisfactory 
and safe anesthetic state. 

In the choice of an anesthetic agent and 
technic the safety and comfort of the patient 
must be considered. A preanesthetic evaluation 
of the patient should be made. 

For short procedures, nitrous oxide-oxygen 
properly administered in the light plane pro- 
duces unconsciousness and amnesia without 
postanesthetic depression. For more extensive 
surgery and other prolonged dental procedures 
in the dental office, controlled intravenous 
premedication with thiopental sodium and 
light nitrous oxide-oxygen anesthesia provides 
the patient safe and pleasant sleep devoid of 
severe hypoxia and postanesthetic depression. 
Deep planes of thiopental sodium anesthesia 
are dangerous and should be avoided. 


CLINICAL RESEARCH AND THE GENERAL 
DENTAL PRACTITIONER 


Austin H. Kutscher. New York D. J. 21: 
495 Dec. 1955. 


There is some disagreement as to whether the 
general practitioner of dentistry should en- 
gage in clinical research. A program of clin- 
ical research commensurate with the back- 
ground of the general practitioner is described 
in detail. It requires suitable study of research 
methods and research programs in general. 

Since good researchers do not just happen, 
the training of the researcher-general dental 
practitioner should begin in the dental school. 
Unfortunately, it generally does not. Provi- 
sion should be made for the student to under- 
take research as partial fulfillment of his re- 
quirements for the dental degree. 

A convenient and inexpensive series of basic 
science review courses perhaps entitled “Bio- 
logical Principles of Dentistry” should be made 
available within the scope of dental society 
activity. General practitioners have a right to 
look to the dental society for guidance in re- 
search projects. A society committee on re- 
search might sponsor studies performed by the 
membership en masse with observations evalu- 
ated by a smaller group of more experienced 
researchers; for example, a study might be 
made of the relative efficacy of various local 
anesthetic agents determined under controlled 
double blind conditions. The observations from 
such a study could easily be at significant clin- 
ical and statistical variance with studies per- 
formed by trained researchers. A program 
might also be directed toward encouraging the 
small team study. An unending series of prob- 
lems await this more particularized approach. 

Selected forms for recording observations 
dealing with typical problems should be pub- 
lished as guides. Society sponsored courses on 
the principles and conduct of research should 
be inaugurated and run in conjunction with a 
course on the principles of writing for scien- 
tific literature. 

Opportunity to publish valid observations 
in reputable journals must be afforded the 
researcher, as is done in the “Original Brief 
Research Report Section” of the New York 
State Dental Journal. 
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Deaths 


Antonieski, Eugene P., Philadelphia; Temple 
University, School of Dentistry, 1953; died 
June 13; aged 33. 

Baldwin, Alva L., Cleveland; Western Reserve 
University College of Dentistry, 1923; died 
June 24; aged 56. 

Berglind, Harry R., New York; College of 
Dental and Oral Surgery, New York, 1918; 
died June 20, 1956; aged 62. 

Bludau, Albert L., Cincinnati; Ohio College 
of Dental Surgery, University of Cincinnati, 
1918; died June 12; aged 59. 

Blumenthal, Isadore, Passaic, N. J.; College 
of Dental and Oral Surgery, New York, 
1914; died June 20; aged 63. 

Burke, Michael R., Cohoes, N. Y.; University 
of Pennsylvania, School of Dentistry, 1906; 
died June 15; aged 74. 

Burke, Samuel J., Boston; Tufts University, 
School of Dental Medicine, 1914; died May 
28; aged 62. 

Cevely, Harry F., Wichita, Kan.; Western 
Dental College, Kansas City, 1907; died 
June 12; aged 75. 

Childs, Henry M., Rockaway Beach, N. Y.; 
Baltimore College of Dental Surgery, 1907; 
died June 11; aged 80. 

Clark, George R., Detroit; University of 
Michigan, School of Dentistry, 1908; died 
June 26; aged 72. 

Coffin, Duane S., Los Angeles; University of 
Southern California, College of Dentistry, 
1913; died July 2; aged 65. 

Cutler, Earle V., Osage, Iowa; University of 
Iowa, College of Dentistry, 1904; died June 
17; aged 75. 

Dawes, Franklin E., Boston; Harvard Univer- 
sity Dental School, 1899; died April 9; 
aged 82. 

Denison, George H., Hanna, Ind.; Chicago 
College of Dental Surgery, Loyola Univer- 
sity, 1894; died June 14; aged 89. 

Diekman, Herman J., Jr., Albany, N. Y.; 
University of Pennsylvania School of Den- 
tistry, 1924; died June 3; aged 55. 

Eiteljorg, Albert F., Indianapolis; Indiana 
Dental College, 1896; died June 17; aged 
88. 

Engstrom, Carl O., Santa Cruz, Calif.; Uni- 
versity of Southern California, College of 
Dentistry, 1907; died June 30; aged 72. 

Farrell, Joseph W., Pittsfield, Mass.; Starling- 
Ohio Medical College, Department of Den- 
tistry, 1911; died June 19; aged 69. 


Ferrer, Carlos A., Hillsboro, Ohio; died June 
11; aged 82. 

Fishman, Mary, New York; New York Dental 
School, 1899; died June 14; aged 79. 

Frahm, Frederick W., Los Angeles; University 
of Iowa, College of Dentistry, 1904; died 
June 18; aged 79. 

Gallagher, James U., Detroit; University of 
Michigan College of Dental Surgery, 1910; 
died April 1956; aged 82. 

Garnes, Hasel W., Columbus, Ohio; Howard 
University, College of Dentistry, 1918; died 
June 20, 1956; aged 60. 

George, William D., Bentleyville, Pa.; Uni- 
versity of Pittsburgh, School of Dentistry, 
1928; died June 28; aged 51. 

Geraghty, Thomas P., Wassaic, N. Y.; Colum- 
bia University, School of Dental and Oral 
Surgery, 1940; died June 22; aged 41. 

Graves, Charles W., Jr., Nashville, Tenn.; 
St. Louis University, School of Dentistry, 
1946; died June 17; aged 33. 

Greenberg, Bernard, Philadelphia; Temple 
University, School of Dentistry, 1932; died 
June 29; aged 45. 

Hawley, Henry G., Broadalbin, N. Y.; Balti- 
more College of Dental Surgery, University 
of Maryland, 1899; died June 14; aged 81. 

Hunt, Loren T., Lincoln, Neb. ; Lincoln Dental 
College of Cotner University, 1915; died 
June 16; aged 62. 

Jacobs, Harry A., Chicago; Chicago College 
of Dental Surgery, Loyola University, 1919; 
died July 15; aged 66. 

Johnston, James F., Jr., Galveston, Texas; 
Tulane University, School of Dentistry, 
1923; died May 26; aged 57. 

Kaemmerer, Henry A., West Englewood, N. J.; 
College of Dental and Oral Surgery, New 
York, 1907; died June 25; aged 70. 

Kahaleanu, John K., Honolulu, Territory of 
Hawaii; University of Southern California, 
College of Dentistry, 1925; died June 25; 
aged 56. 

Kaplan, Elias, Rockaway Park, N. Y.; New 
York College of Dentistry, 1913; died April 
7; aged 77. 

Kendall, Charles H., Milwaukee; Northwest- 
ern University Dental School, 1919; died 
June 11; aged 64. 

Kirkpatrick, Frederick K., Prichard, Ala.; 

University of Minnesota, College of Den- 

tistry, 1918; died April 6; aged 63. 
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Kossow, Moses I., New York; New York Col- 
lege of Dentistry, 1913; died April 13. 

Krajicek, Benjamin E., Scribner, Neb.; Lin- 
coln Dental College of Cotner University, 
1917; died June 11, 1956; aged 61. 

Langsdon, Hal A., Yorktown, Ind.; Indiana 
Dental College, 1924; died June 20; aged 
54. 

Lindsay, Elmer A., New York; New York 
College of Dentistry, 1909; died February 
24; aged 69. 

Loeb, Virgil, St. Louis; St. Louis University, 
School of Dentistry, 1906; died June 26; 
aged 73. 

Lyte, Harvey W., Allentown, Pa.; University 
of Pennsylvania School of Dentistry, 1898; 
died August 18, 1956; aged 83. 

Machen, Charles C., Chicago; Meharry Medi- 
cal College, Dental Department, 1919; died 
September 1, 1956; aged 66. 

Mackin, Charles E., Shamokin, Pa.; Univer- 
sity of Pennsylvania School of Dentistry, 
1921; died June 23; aged 57. 

Main, Miles M., Ishpeming, Mich.; University 
of Michigan College of Dental Surgery, 
1908; died May 9, 1956; aged 70. 

Marchant, John H., Ellicott City, Md.; Balti- 
more College of Dental Surgery, Dental 
School, University of Maryland, 1891; died 
July 3. 


Marple, Horace H., Silver Spring, Md.; At- 
lanta-Southern Dental College, 1943; died 
September 1956; aged 40. 

Marquardt, Alfred H., Brookfield, Wis.; Mar- 


quette University Dental School, 1925; 
died August 22, 1956; aged 56. 

Marr, Emmet E., Hastings, Neb.; Kansas City 
Dental College, 1915; died April 10, 1956; 
aged 72. 

McArthur, William B., Palm Springs, Calif. ; 
North Pacific College of Oregon, School of 
Dentistry, Portland, 1928; died April 28; 
aged 66. 

McAuley, Frank C., Seattle; Chicago College 
of Dental Surgery, Loyola University, 1913; 
died July 19, 1956; aged 74. 

McDonald, Thomas M., Wolfe City, Texas; 
University of Tennessee, College of Den- 
tistry, 1904; died June 2; aged 77. 

McEvoy, Walter G., Fairfax, Calif.; College 
of Physicians and Surgeons, San Francisco, 
1950; died July 4, 1956; aged 38. 

McGaughy, William O., Nettleton, Miss. ; died 
February 7, 1956; aged 87. 

McGrory, Thomas G., Chicago; Chicago Col- 
lege of Dental Surgery, Loyola University, 
1901; died March 3, 1956; aged 76. 

McMullen, Edgar A., Anderson, Ind.; Indiana 
Dental College, 1910; died May 1956; aged 
70. 
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McNutt, Nathan B., Houston, Texas; Texas 
Dental College, Houston, 1918; died June 
22; aged 64. 

Meador, James R., Reidsville, N. C.; Baltimore 
College of Dental Surgery, University of 
Maryland, 1906; died July 12, 1956; aged 
74, 

Merchant, Thomas P., Los Angeles; North- 
western University Dental School, 1907; 
died September 30, 1956; aged 74. 

Mielcarek, Adam, Buffalo; Baltimore College 
of Dental Surgery, University of Maryland, 
1918; died June 15; aged 65. 

Mierley, Oscar M., Huntingdon, Pa.; Univer- 
sity of Pennsylvania School of Dentistry, 
1916; died July 1, 1956; aged 62. 

Millen, James D., Winona, Minn.; died Sep- 
tember 17, 1956; aged 94. 

Miller, Harry, Cincinnati; Ohio College of 
Dental Surgery, University of Cincinnati, 
1905; died August 30, 1956; aged 75. 

Miller, Arden T., Kansas City, Mo. ; graduated 
1915; died July 26, 1956; aged 73. 

Miller, Carl E., Oceanside, Calif.; North Pa- 
cific College of Oregon School of Dentistry, 
Portland, 1918; died July 23, 1956; aged 64. 

Miller, Morris A., Kearney, N. J.; College of 
Jersey City Department of Dentistry, 1917; 
died August 13, 1956; aged 62. 

Mims, Robert F., Fairfield, Ala.; Vanderbilt 
University School of Dentistry, 1919; died 
March 6, 1956; aged 59. 

Minerick, Andrew J., Philadelphia; Temple 
University School of Dentistry, 1934; died 
August 22, 1956; aged 54. 

Mitchell, Fred W., La Mesa, Calif.; Univer- 
sity of Southern California College of Den- 
tistry, 1911; died July 26, 1956; aged 72. 

Mittun, Carl J., Minneapolis; University of 
Minnesota College of Dentistry, 1925; died 
April 26, 1956; aged 54. 

Mizell, Daniel B., Charlotte, N. C.; Baltimore 
College of Dental Surgery, University of 
Maryland, 1919; died May 16, 1956; aged 
58. 

Molpus, John K., Daytona Beach, Fla.; At- 
lanta Dental College, 1910; died August 2, 
1956; aged 70. 

Monahan, Thomas P., Grants Pass, Ore.; Uni- 
versity of Oregon School of Dentistry, 1948: 
died August 9, 1956; aged 36. 

Montgomery, James A., St. Louis; St. Louis 
University School of Dentistry, 1912; died 
September 1, 1956; aged 69. 

Moore, Henry A., Elmira, N. Y.; Philadelphia 
Dental College, 1890; died September 10. 
1956; aged 92. 

Morton, Clarence E., Denison, Iowa; Temple 
University, School of Dentistry, 1913; died 
June 14; aged 58. 
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Morris, Edna Judge, Cincinnati; Cincinnati 
College of Dental Surgery, 1916; died 
August 13, 1956; aged 64. 

Mosquitz, Louis, Philadelphia; Pennsylvania 
College of Dental Surgery, Philadelphia, 
1907; died September 24, 1956; aged 71. 

Mowry, Charles N., Fremont, Ohio; Ohio 
Medical University College of Dentistry, 
1905; died June 29; aged 77. 

Munday, Franklin K., Seattle; Kansas City 
Dental College, 1895; died August 16, 
1956; aged 84. 

Murphy, Humphrey F., La Jolla, Calif.; 
Creighton University College of Dentistry, 
1919; died March 31, 1956; aged 68. 

Murphy, Maxwell C., Temple, Texas; North- 
western University Dental School, 1921; 
died June 19. 

Murray, Bernard C., Porterville, Calif.; Uni- 
versity of California, College of Dentistry, 
1912; died July 2, 1956; aged 69. 

Nastasia, James E., Long Branch, N. J.; Tufts 
University, School of Dental Medicine, 
1916; died July 6; aged 63. 

Newman, David, New York; New York Col- 
lege of Dentistry, 1924; died May 7, 1956; 
aged 56. 

Niditch, Samuel, Brooklyn; Western Reserve 
University College of Dentistry, 1941; died 
September 16, 1956; aged 40. 

Nix, Harvey M., Maplesville, Ala.; Vanderbilt 
University School of Dentistry, 1909; died 
July 11, 1956; aged 69. 

Noland, Otto A., Bloomington, Ind.; St. Louis 
University School of Dentistry, 1916; died 
September 11, 1956; aged 66. 

Nordstrom, James B., Ashland, Ohio; Ohio 
State University, College of Dentistry, 1950; 
died June 23; aged 30. 

Norton, Thomas A., Rutland, Vt.; Baltimore 
College of Dental Surgery, University of 
Maryland, 1922; died July 1, 1956; aged 
60 


Nutter, George A., East Orange, N. J.; Univer- 
sity of Pennsylvania School of Dentistry, 
1910; died August 17, 1956; aged 74. 

O'Connell, Thomas A., Washington, D. C.; 
Georgetown University School of Dentistry, 
1928; died July 27, 1956; aged 57. 

Opper, Hylbert N., Whipple, Ariz.; Chicago 
College of Dental Surgery, Loyola Univer- 
sity, 1945; died September 16, 1956; aged 
43. 

Osborn, Frank, Wilmington, Ohio; Cincinnati 
College of Medicine and Surgery Dental 
Department, 1927; died August 1956; aged 
a4. 

Oshlag, Joseph, New Rochelle, N. Y.; New 
York College of Dentistry, 1913; died April 
6, 1956; aged 66. 


Owens, Francis J.,. Wyandotte, Mich.; Uni- 
versity of Pittsburgh School of Dentistry, 
1918; died July 27, 1956; aged 66. 

Paine, Frank C., Seattle ; North Pacific College 
of Oregon, School of Dentistry, Portland, 
1926; died June 28; aged 68. 

Palm, Andrew E., Los Angeles; University 
of California College of Dentistry, 1930; 
died September 22, 1956; aged 63. 

Palmer, James M., St. Louis, Mo.; died July 
7, 1956; aged 75. 

Parpala, Janfred, Astoria, Ore.; North Pacific 
College of Oregon, School of Dentistry, 
Portland, 1917; died July 4; aged 66. 

Patterson, Hobart M., Burlington, N. C.; At- 
lanta-Southern Dental College, 1927; died 
August 4, 1956; aged 59. 

Pavey, Nobel T., Dayton, Ohio; Starling-Ohio 
Medical College Department of Dentistry, 
1911; died August 31, 1956; aged 66. 

Pearce, Harold J., Providence, R. I.; Harvard 
University Dental School, 1925; died July 
13, 1956; aged 60. 

Pearl, Waller E., Sedalia, Mo.; St. Louis Uni- 
versity School of Dentistry, 1909; died July 
22, 1956; aged 70. 

Penhale, John H., St. Thomas, Ontario, 
Canada; University of Michigan College of 
Dental Surgery, 1915; died September 26, 
1956; aged 62. 

Perdue, George G., Detroit; Royal College 
of Dental Surgeons School of Dentistry. 
Toronto, 1920; died September 24, 1956; 
aged 58. 

Petersen, J. J., Omaha, Neb.; died June 25; 
aged 82. 

Peterson, Elmer G., Duluth, Minn.; Chicago 
College of Dental Surgery, Loyola Univer- 
sity, 1902; died August 17, 1956; aged 79. 

Phillips, A. Louis, New Haven, Conn. ; Temple 
University School of Dentistry, 1918; died 
July 20, 1956; aged 63. 

Polk, Louis C., Corsicana, Texas; Baltimore 
College of Dental Surgery, University of 
Maryland, 1906; died August 5, 1956; aged 
72. 

Poole, Edgar M., Cincinnati; Ohio College 
of Dental Surgery, University of Cincinnati, 
1902; died June 29; aged 76. 

Prewitt, Paul, Lexington, Ky.; Louisville Col- 
lege of Dentistry of Centre College, 1900; 
died September 27, 1956; aged 79. 

Pullen, John C., Vivian, La.; died August 7, 
1956; aged 60. 

Quedenfeldt, Paul, New York; University of 
Buffalo School of Dentistry, 1896; died 
June 5, 1956; aged 79. 

Quinby, Julian K., Sharon, Pa.; University of 
Michigan College of Dental Surgery, 1910; 
died August 11, 1956; aged 70. 
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Quintard, Frank A., St. Michael, Md.; Uni- 
versity of Pennsylvania, School of Dentistry, 
1923; died June 25; aged 56. 

Rasi, Hazimeh S., Brooklyn; University of 
Pennsylvania School of Dentistry, 1913; 
died September 4, 1956; aged 77. 

Recob, Clifford F., Seattle; Northwestern Uni- 
versity Dental School, 1918; died June 30; 
aged 64. 

Reid, William E., Hammond, Ind.; North- 
western University Dental School, 1909; 
died February 4, 1956; aged 71. 

Rice, C. Stanley, Beverly Hills, Calif.; Univer- 
sity of Southern California College of Den- 
tistry, 1925; died August 10, 1956; aged 54. 

Rice, William S., Chicago; Ohio College of 
Dental Surgery, University of Cincinnati, 
1910; died September 19, 1956. 

Riehl, Alvin E., Chaffee, Mo.; University of 
Kansas City School of Dentistry, 1943; 
died June 17; aged 39. 

Riley, Mark J., Kenosha, Wis.; Marquette 
University Dental School, 1913; died May 
6, 1956; aged 69. 

Roberts, Russell, Fair Haven, Vt.; Tufts Uni- 
versity School of Dental Medicine, 1919; 
died September 12, 1956; aged 65. 

Robertson, Lawrence J., White Haven, Md.; 
Baltimore College of Dental Surgery, Uni- 
versity of Maryland, 1907; died July 1, 
1956; aged 77. 

Robins, Benjamin, Allentown, Pa.; Temple 
University, School of Dentistry, 1937; died 
June 24; aged 50. 

Rochester, William A., Freeport, N. Y.; Col- 
lege of Dental and Oral Surgery, New York, 
1919; died July 3, 1956; aged 62. 

Rodin, Morris, Hempstead, N. Y.; New York 
College of Dentistry, 1908; died August 15, 
1956; aged 69. 

Rogers, Frank L., Boston; Baltimore College 
of Dental Surgery, University of Maryland, 
1914; died September 10, 1956; aged 72. 

Rose, Frederick B., Franklin, N. Y.; Phila- 
delphia Dental College, 1895; died June 15; 
aged 90. 

Rosenfeld, Samuel L., New York; New York 
College of Dentistry, 1915; died July 17, 
1956; aged 65. 

Rosenthal, Harvey, New York; New York Col- 
lege of Dentistry, 1909; died April 28, 1956; 
aged 69. 

Russell, James L., Marshall, Mo.; 
western University Dental School, 
died April 23; aged 87. 

Sadler, Ryland O., Riderwood, Md. ; Baltimore 
College of Dental Surgery, University of 
Maryland, 1892; died June 8, 1956; aged 
87. 

Salgo, Adolph, Philadelphia; University of 
Pennsylvania School of Dentistry, 1906; 
died April 8, 1956; aged 81. 
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Schaumburg, Francis J., Newburgh, N. Y.; 
University of Pennsylvania School of Den- 
tistry, 1925; died July 25, 1956; aged 54. 

Scherer, Jack W., New Carlisle, Ind.; 1915; 
died March 30, 1956; aged 63. 

Scheu, Carl H., Lakewood, Ohio; Western 
Reserve University College of Dentistry, 
1918; died September 1, 1956; aged 64. 

Schiller, Harley H., Youngstown, Ohio; Ohio 
State University College of Dentistry, 1901 ; 
died April 26, 1956; aged 77. 

Schneider, Jules R., Ferndale, Mich.; Univer- 
sity of Detroit School of Dentistry, 1952; 
died August 8, 1956; aged 29. 

Schoonmaker, William F., Madison, 
Northwestern University Dental 
1915; died May 16. 1956; aged 63. 

Scott, Harold L., Chicago; Chicago College 
of Dental Surgery, Loyola University, 1930; 
died July 20; aged 48. 

Seaman, Edwin M., Garden City, N. Y.; 
Western Reserve University College of 
Dentistry, 1942; died June 15, 1956; aged 
38. 

Searcy, William M., Cairo, Ga.; Southern 
Dental College, Atlanta, 1903; died Oc- 
tober 24, 1956; aged 73. 

Sellers, Carl H., Danville, 


Wis. : 
School, 


Ohio; Starling- 


Ohio Medical College Department of Den- 


tistry, 1914; died May 30, 1956; aged 66. 

Sellwood, Richard H., Los Angeles, Calif. ; 
University of Southern California College 
of Dentistry, 1919; died July 15, 1956; aged 
67. 

Senty, Myron J., Galesville, Wis.; University 
of Illinois College of Dentistry, 1918; died 
July 8, 1956; aged 63. 

Shewmake, Marion E., Monticello, Ark.; Van- 
derbilt University School of Dentistry, 1903; 
died July 21, 1956; aged 74. 

Simon, Milton C., Ithaca, N. Y.; University 
of Pennsylvania School of Dentistry, 1933; 
died July 23, 1956; aged 50. 

Skaden, Squire A., Port Allegheny, Pa.; 
Temple University School of Dentistry, 
1908; died September 13, 1956; aged 74. 

Skowron, Casimir J., Chicago; Chicago Col- 
lege of Dental Surgery, Loyola University, 
1919; died October 11, 1956; aged 66. 

Smith, Levi W., Hot Springs, Ark.; Univer- 
sity of Tennessee, College of Dentistry, 
1897 ; died June 29; aged 85. 

Smyth, Walter J., Oakland, Calif.; University 
of California College of Dentistry, 1898; 
died September 6, 1956; aged 81. 

Spear, Lawrence E., Minneapolis; University 
of Minnesota College of Dentistry, 1927; 
died September 15, 1956; aged 58. 

Stanton, Edwin M., Chariton, Iowa; Univer- 
sity of Iowa, College of Dentistry, 1918; 
died April 27; aged 58. 
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Stark, George H., Erie, Pa.; University of 
Pennsylvania, School of Dentistry, 1924; 
died June 21; aged 55. 

Stephanove, Alexander D., Portland, Ore.; 
Keokuk Dental College, 1908; died June 19; 
aged 75. 

Stevenson, Robert A., White Bear Lake, Minn. ; 
Northwestern University Dental School, 
1901; died August 2, 1956; aged 81. 

Stinson, Oscar H., Emmitsburg, Md.; Balti- 
more College of Dental Surgery, University 
of Maryland, 1919; died August 14, 1956; 
aged 56. 

Swartz, Frank G., Chelsea, Mich.; University 
of Michigan, College of Dental Surgery, 
1901; died March 14, 1956; aged 82. 

Sykes, Harold U., Cleveland; Starling-Ohio 
Medical College, Department of Dentistry, 
1912; died June 26; aged 67. 

Symonds, John T., Miles City, Mont.; North- 
western University Dental School, 1910; 
died September 23, 1956; aged 69. 

Tappen, William J., Montclair, N. J.; New 
York Dental School, 1905; died July 28, 
1956; aged 74. 

Taylor, Pierce J., Lansing, Mich.; Detroit 
College of Medicine Department of Dental 
Surgery, 1899; died June 27, 1956; aged 
84. 

Tenzer, Sidney, New York; College of Dental 
and Oral Surgery, New York, 1922; died 
May 27, 1956; aged 57. 

Terry, Clayton A., Tacoma, Wash.; North 
Pacific College of Oregon School of Den- 
tistry, Portland, 1923; died May 30, 1956; 
aged 65. 

Thomas, Arthur L., Trenton, N. J.; Howard 
University, College of Dentistry, 1916; died 
July 1; aged 63. 

Thomas, Daniel P., Salt Lake City; Chicago 
College of Dental Surgery, Loyola Univer- 
sity, 1904; died July 27, 1956; aged 82. 

Thomas, William W., Glenside, Pa.; Univer- 
sity of Pennsylvania School of Dentistry, 
1934; died August 6, 1956; aged 46. 

Thompson, Adolph W., Mobile, Ala.; Meharry 
Medical College Dental Department, 1910; 
died March 1, 1956; aged 69. 

Thompson, Kay L., Jr., Cuernavaca, Mor.., 
Mexico; University of Illinois College of 
Dentistry, 1926; died July 11, 1956; aged 
64. 

Thornton, Thomas O., Kansas City, Mo.; 
Western Dental College, Kansas City, 1910; 
died June 7; aged 66. 

Thornton, William A., Marianna, Ark.; Uni- 
versity of Tennessee, College of Dentistry, 
1900; died June 27; aged 81. 

Treasure, Charles B., Bethany, Mo.; Kansas 
City Dental College, 1917; died June 27, 

1956; aged 59. 
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Tribbitt, Robert M., Columbus, Ohio; Howard 
University, School of Dentistry, 1912; died 
June 16; aged 68. 

Trovillion, Howard W., Alton, Ill.; Washing- 
ton University, School of Dentistry, St. 
Louis, 1924; died June 10; aged 57. 

Tuck, William W., Brooklyn; University of 
Pennsylvania, School of Dentistry, 1912; 
died July 13; aged 65. 

Tucker, Lloyd E., Monette, Ark.; University 
of Tennessee College of Dentistry, 1913; 
died July 19, 1956; aged 69. 

Tuttle, Jason H., Glen Cove, N. Y.; New York 
College of Dentistry, 1895; died July 19, 
1956; aged 83. 

Van Buskirk, Joseph M., San Diego; Washing- 
ton University School of Dentistry, St. Louis, 
1901; died August 13, 1956; aged 77. 

Van Devere, Carlton M., Newark, N. J.; New 
York University College of Dentistry, 1956; 
died September 17, 1956; aged 32. 

Van Horn, Dallas M., Rochester, N. Y.; Uni- 
versity of Pennsylvania School of Dentistry, 
1919; died September 18, 1956; aged 58. 

Vibber, Deane R., Elyria, Ohio; Western Re- 
serve University College of Dentistry, 1953; 
died June 1956; aged 29. 

Vigil, Victor H., El Paso, Texas; St. Louis 
University School of Dentistry, 1951; died 
August 22, 1956; aged 37. 

Vincent, Walter D., Varnville, S. C.; Atlanta 
Dental College, 1901; died July 28, 1956; 
aged 79. 

Vosper, Stanley D., Akron, Ohio; Ohio Medi- 
cal University College of Dentistry, 1907; 
died July 19, 1956; aged 72. 

Wagner, Roy E., Buffalo; University of Buf- 
falo School of Dentistry, 1926; died Sep- 
tember 8, 1956; aged 54. 

Wagoner, B. A., Wytheville, Va.; University 
College of Medicine Dental Department, 
Richmond, 1912; died August 17, 1956. 

Wallace, Oren W., Rochester, Pa.; University 
of Pittsburgh, School of Dentistry, 1915; 
died June 13; aged 67. 

Walls, Raymond M., Coconut Grove, Fila.; 
University of Pennsylvania School of Den- 
tistry, 1908; died June 15; aged 68. 

Warnock, William J., El Paso, Texas; Balti- 
more College of Dental Surgery, University 
of Maryland, 1889; died August 21, 1956; 
aged 90. 

Weaver, Lee A., Nunda, New York; Univer- 
sity of Pennsylvania School of Dentistry, 
1911; died August 19, 1956; aged 66. 

Webb, Walter, Springhouse, Pa.; University of 
Pennsylvania School of Dentistry, 1898; 
died April 17, 1956; aged 91. 

Webb, William C., Jr., Dallas, Texas; Kansas 

City Dental College, 1914; died June 18; 

aged 63. 
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Bernard J. Beazley, Secy., 222 E. Superior St., Chicago 

Hospital Dental Service: Frank B. Hower, Chm., Heyburn Bldg., Louisville, Ky. 
Gerard J. Casey, Secy., 222 E. Superior St., Chicago 

Insurance: J. S. Eilar, Chm., 7 Medical Arts Square, N.E., Albuquerque, N. Mex. 
Paul W. Zillmann, Secy., 29 Walden Ave., Buffalo 

International Relations: O. A. Oliver, Chm., 1915 Broadway, Nashville, Tenn. 
Obed H. Moen, Secy., Masonic Temple, Watertown, Wis. 

Journalism: J. C. A. Harding, Chm., 311 Nutmeg St., San Diego 

Judicial: C. E. Rutledge, Chm., 2500 Bissell St., Richmond, Calif. 
Bernard J. Conway, Secy., 222 E. Superior St., Chicago 

Legislation: J. Claude Earnest, Chm., Bernhardt Bldg., Monroe, La. 
Bernard J. Conway, Secy., 222 E. Superior St., Chicago 
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Announcements 


MEETINGS OF THE AMERICAN DENTAL ASSOCIATION 


Nov. 4-7, 1957 

Nov. 10-13, 1958 
Sept. 21-24, 1959 
Oct. 17-20, 1960 


Ninety-Eighth Annual Session 
Ninety-Ninth Annual Session 
One-Hundredth Annual Session 
One-Hundred and First Annual Session 


Miami, Fla. 
Dallas, Texas 
New York 
Los Angeles 


State 
Alabama 


Alaska 

Arizona 

Arkansas 

California 

S. California 
Colorado 
Connecticut 
Delaware 

District of Columbia 
Florida 


Howell 
Idaho 
IHinois 
Indiana 
lowa 
Kansas 
Kentucky 
Louisiana 


Maine 
Maryland 


Massachusetts 
Michigan 
Minnesota 
Mississippi 
Missouri 


Montana 
aska 


Nevada 

New Hampshire 
New Jersey 

New Mexico 
New York 
North Carolina 
North Dakota 


MEETINGS OF CONSTITUENT SOCIETIES 


Date 
Apr. 16-18 


May 1-4 
Apr. 7-10 
Apr. 15-17 
Apr. 7-10 
Oct. 6-9 
May 15-17 


Mar. 10-13 
Apr. 15-17 


Sept. 29-Oct. 2 
June 


May 16-18 
May 12-15 
May 20-22 
May 5-8 

May 13-16 
Mar. 31-Apr. 3 
Apr. 24-27 


May 5-8 

May 5-8 

Apr. 8-10 
Apr. 1-3 

Apr. 28-May 1 
May 26-29 


May 1-3 
Apr. 29-May 1 


May 5-7 

June 16-19 
May 12-15 
May 19-22 
May 20-22 
May 5-8 

Apr. 28-May 1 


Place 
Birmingham 


Chandler 

Little Rock 

San Francisco 
Los Angeles 
Colorado Springs 
Hartford 


Washington 
St. Petersburg 


Atlanta 
Honolulu 


Pocatello 
Peoria 
Indianapolis 
Des Moines 
Wichita 
Louisvitle 


Lake Charles 


Baltimore 
Boston 
Detroit 
Minneapolis 
Jackson 

St. Louis 


Billings 
Lincoln 


Las Vegas 
Whitefield 
Atlantic City 
Albuquerque 
New York 
Pinehurst 


Fargo 


Secretary 
F. A. Finney, Jr. 


Cc. L. Polley 

W. G. Burke 
D. M. Hamm 
W. J. Healy 

S. M. Silverman 
G. H. Jackson 
E. S. Arnold 

J. C. Gantt 

J. F. Keaveny 
W. C. Mayo 


J. W. Yarbrough 
J. H. Dawe 


M. R. Johnson 

P. W. Clopper 
W. R. Shoemaker 
. L. Wilson 

F. A. Richmond 
A. B. Coxwell, Jr. 
J. S. Bernhard 
S. M. Gower 

C. L. Inman, Jr. 
H. E. Tingley 
F. Wertheimer 
C. V. E. Cassel 
B. A. Cohen 

E 
E 
F 


. D. Suggett 


. G. Vedova 
. A. Pierson 


O. M. Seifert 
F. E. Williams 
J. G. Carr 

J. S. Eilar 

C. A. Wilkie 
L. H. Butler 
J. H. Pfister 


Address 

Box 787, 

Gadsden 

Box 1896, 

Juneau 

17 E. Weldon Ave., 

Phoenix 

Box 89 

Clarksville 

450 Sutter St., 

San Francisco 

903 Crenshaw Blvd.., 

Los Angeles 19 

Republic Blidg.. 
nver 

37 Linnard Rd., 

W. Hartford 

1102 N. Jackson, 

Wilmington 


1029 Vermont Ave., N.W.., 


Washington 
Brent Annex, 
Pensacola 


Southern United Bidg., Macon 


810 N. Vineyard St., 

Honolulu 

1606 E. Center St., 

Pocatello 

Jefferson Bidg., 
eorla 

Citizens Bank Bidg.. 

Anderson 

Insurance Exchange 

Bidg., Des Moines 

Brotherhood Blidg.. 

Kansas City 1 

1976 Douglass Blvd., 

Louisville 

2515 Line Ave., 

Shreveport 

Box 27, Skowhegan 

Medical Arts Bldg., 

Baltimore 

12 Bay State Rd., 

Boston 15 


Michigan Dept. of Health, 


Lansing 

Hamm Bidg., 

St. Paul 

Plaza Bidg., 
ackson 27 
ferchants Bank Bldg., 

Jefferson City 

Box 311, Roundup 

Federal Securities 
Bidg., Lincoln 

755 Ryland Ave., 

Reno 

814 Elm St., 
Manchester 

407 Cooper St., 

Camden 


7 Medical Arts Sq., N.E.., 


Albuquerque 

i Hanson 
Brooklyn 

Jefferson Bldg., 
Greensboro 

419% Dakota Ave., 
Wahpeton 
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Date 
Oct. 6-9 
Apr. 14-17 


State 

Ohio 
Oklahoma 
Oregon 


Panama Canal Zone 


Address 

185 E. State St., Columbus 
1219 Classen Dr., 
Oklahoma City 

Selling Bldg., 

Portland 

5700 USAF Dispensary, 
Albrook Air Force Base 
217 State St., 

Harrisburg 

P. O. Box 214, De Diego #3 
Rio Piedras 

Union Trust Bldg., 
Providence 

1420 Gregg St.. 

Columbia 

Box 308, 

Parker 

215 W. Flower St., 
Pulaski 

3707 Gaston Ave., 

Dallas 10 

State Capitol Bldg., 

Salt Lake City 

22 Washington St., 
Rutland 

Colonial National Bank 
Bidg., Roanoke 

Medical & Dental Bldg., 
Seattle 

3820 McCorkle Ave., S.E., 
Charleston 

1331 W. Vliet St., 
Milwau!.ee 

State Vffice Bldg., Cheyenne 


Place 
Columbus 
ulsa 


Secretary 


E. G. Jones 
S. A. Russman 


Mar. 4-6 Portland T. D. Holder 


Apr. 4, 5 Albrook A.F.B. A. L. Robertson 


Pennsylvania May 23-25 M. D. Zimmerman 
Puerto Rico 
Rhode Island 
South Carolina 


South Dakota 


Harrisburg 
R. Carrasquillo 
J. S. Allen 

May 12-14 


Myrtle Beach J. E. Wallace 


May 12-15 Watertown R. E. Decker 


May 13-16 A. M. Ballentine 
W. Ogle 


R. C. Dalgleish 


Tennessee Gatlinburg 


Texas Houston 
Utah 


Vermont 


Apr. 28-May 1 
May 23-25 Salt Lake City 
E. H. Van 
Santvoord 
W. T. McAfee 


J. M. Deines 


May 26-28 Manchester 


Virginia Apr. 29-May 1 Virginia Beach 


Washington Apr. 1-3 Seattle 


West Virginia July 21-24 White Sulphur 
Springs 


Milwaukee 


G. N. Casto, Jr. 


Wisconsin Apr. 29-May 1 H. O. Hoppe 


Wyoming June Sheridan T. J. Drew 


MEETINGS OF STATE BOARDS OF DENTAL EXAMINERS 


Date 
June 9-14* 
June 10, 11¢ 


State 
Alabama 


Alaska 
Arizona 


Address 

Professional Bldg., 
Montgomery 

Box 2122, Juneau 

1502 W. Osborn Rd., Phoenix 


107 E. Shelton, Monticello 
450 Sutter St., San Francisco 


Secretary 
L. McCarty 


Place 
Birmingham 


. H. Williams 
G. Biddulph 


Be Jones 
. G. Atwood 


June 24-28* Florence 
June 26+ 
Arkansas 


California 


Colorado 
Connecticut 
Delaware 
District of Columbia 
Florida 
Georgia 
Hawaii 
Idaho 
IHinois 
Indiana 
lowa 

Kansas 
Kentucky 
Louisiana 


Maine 
Maryland 


Massachusetts 
Michigan 
Minnesota 
Mississippi 
Missouri 


Montana 
Nebraska 


Nevada 
New Hampshire 


June 24 
July 29 
June 24-28 


July 8-18*+ 
Feb. 20-24t 
June 24-26 
June 11-14*+t 
May 27-31*t 


June 3-6 
June 10-13*t 


June 2-7t 


June 20-22 
June 10-12 


June 9-15 
June 17-21*f 
June 18-20*+ 


June 10-15, 17, 
June 10, 13, 17, 


June 20, 21* 
June 


Los Angeles 
San Francisco 


Jacksonville 


Boise 


Iowa City 


Kansas City, Mo. 
Louisville 


Kennebunkport 


Ann Arbor 
Minneapolis 
Jackson 


Kansas City 


Boston 


. F. Gilmore 
G. Brooks 

K. Musselman 
T. Birthright 


P. Taylor, Jr. 
W. G. Brown 
. L. Houvener 
A. G. DeWinter 
A. McKee 
>. A. Frech 
. A. Hahn 


x. L. Teall 
J. J. Kelly 


R. C. Steib 


S. M. Gower 
H. Levin 


T. J. Glennon 

J. L. Champagne 
M. G. Walls 

J. C. Boswell 

R. R. Rhoades 


R. O. Betzner 
H. E. Weber 


A. A. Cozzalio 
S. G. Markos 


Republic Bidg., Denver 2 


302 State St., New London 


143 W. Main St., Newark 
1835 Eye St., N.W., 
Washington 


P. O. Box 2913, Jacksonville 3 


Blackshear 
Dillingham Bldg., 
Honolulu 

Sun Blidg., Boise 
Wood Blidg., Benton 


Gary National Bank Bldg., 


Gary 

Farmers & Merchants 
Bank Bidg., Burlington 
Box 71, Hiawatha 

102 W. Madison St., 
Franklin 

Maison Blanche Bldg.. 
New Orleans 

Box 27, Skowhegan 
3429 Park Heights Ave., 
Baltimore 15 

323 Main St., Woburn 
3714 W. McNichols Rd., 
Detroit 21 


Lowry Blidg., St. Paul 
Medical Arts Bidg., 
Jackson 

Central Trust Bidg., 
Jefferson City 

303 Power Block, Helena 
Federal Securities Bldg. 
Lincoln 

130 N. Virginia, Reno 


8 Renaud Ave., Dover 
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Date 


Feb. 5-8*} 
Feb. 5, 6Tt 


y 1,2,9,10tt 


uly 1,2,9-12*f 
uly 1,2,9, 
. 10-13*t 


24*T 
uly 8-12 


16-21* 
une 16-19T 


South Carolina 
South Dakota 
June 10-15 


une 24-30t 


une 24-26*t 


Virginia June 10-15* 

une 10, 11f 
Washington Jan. 14-17 
West Virginia 


Wisconsin 
Wyoming 


June 24-26 
June 3-7*+ 


ANNOUNCEMENTS .. 


Philadelphia 
Pittsburgh 


Memphis 


Burlington 
Richmond 


Seattle 


West Liberty 
Milwaukee 


Secretary 


C. J. Schweikhardt 


J. Mercado C. 
F. M. Hackett 
. L. Gunter 
. T. Aker 

C. R. Aita 

R. T. Weber 
A. Ridge, Jr. 
P. M. Fitch 
J. M. Hughes 
R. W. Frick 
Cc. C. Cottrill 
Ss. 


F. Donovan 
W. A. Hocker 
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Address 
—e E. State St., Trenton 8 


23 | Ss. Ss. Pearl St., Albany 7 


Doctors Bidg., Charlotte 7 
Williston 
322 E. State St., Columbus 15 
2420 N. Meridian, 
Oklahoma City 
Pioneer Trust Bidg., Salem 
Dept. of Public Instruction, 
Box 911, Harrisburg 
Comercio St. #452, 
San Juan 
267 Academy Ave., 
Providence 
1226 Pickens St., Columbia 1 
Canton 
Bennie-Dillon Bldg., 
Nashville 
Capital National Bank 
Bidg., Austin 16 
Ss. Second E., Provo 

ew 
Medical Arts Bidg., 
Richmond 
P. O. Box 308, 
Pomeroy 
Box 111, Glen Rogers 
Tomah 
O & S Bldg., Casper 


Most states require applications to be in 30 days prior to examination date. ma 4 ; 
*Dental examination. tDental hygiene examination. {Write to secretary of dental examining board for information 
on locations of examinations. 


MEETINGS OF OTHER ORGANIZATIONS 


Name 
Academy of Denture 
Prosthetics 


All India Dental 
Conference 


American Academy of 
Crown and Bridge 
Prosthodontics 
American Academy of 
Dental Medicine 
American Academy of 
Implant Dentures 
American Academy of 
Maxillofacial 
Prosthetics 


American of 
Oral hology 


American Academy of 
Restorative Dentistry 
American Association 
of Dental Schools 
American Association 
of Endodontics 
American Association 
of Industrial 

Dentists 


American Association 
of Orthodontists 


American Board of 
Pedodontics 


Date 
Apr. 28-May 4 


Feb. 26-28 


Feb. 3 


Feb. 2, 3 


May 29-31 
Feb. 1-3 


Jan. 31-Feb. 2 


Apr. 6-8 


Feb. 2, 3 
Mar. 24-27 
Feb. 2, 3 


Apr. 20-26 


May 13-16 


July 25-27 


Place 


Columbus, 
hio 


Bombay, 
India 
Chicago 
Chicago 
Boston 
Chicago 


Chicago 


Washington, 
D.C. 


Chicago 


Atlantic City, 
N. J. 


Chicago 


St. Louis 


Secy. or Chm. 

I. L. Furnas 
y. 

S. A. Tellis 

Secy. 


L. W. Harris 
Secy. 


E. C. Brooks 
Secy. 
G. J. Witkin 
P. S. Loechler 
A. H. Bulbulian 
Pres. 


J. L. Bernier 


A. G. James 
Secy. 

M. W. McCrea 
Secy. 

V. B. Milas 
Secy. 

E. R. Aston 
Secy. 

Earl E. Shepard 
Secy. 


R. L. Ireland 
Secy. 


Address 

928 Silverado St., 

La Jolla, Calif. 
Sambava Chambers, 
Sir P.M. Rd., 
Bombay 1, India 

25 E. Washington St., 
Chicago 2 


4500 Olive St., 
St. Louis 


45 S. Broadway, 
Yonkers, N. Y. 

540 N. California St., 
Stockton, Calif. 
Mayo Clinic, 
Rochester, Minn. 


Armed Forces Institute 
of Pathology, 

Walter Reed Army 
Medical Center, 
Washington, D.C. 

409 N. Camden Dr., 
Beverly Hills, Calif. 

42 S. Green St., 
Baltimore 

2559 W. 63rd St., 
Chicago 29 
Pennsylvania Dept. 

of Health, 

P. O. Box 90 
Harrisburg, Pa. 

8230 Forsyth Blvd., 
St. Louis 

College of Dentistry, 
University of Nebraska, 
Lincoln 8, Neb. 


ane 
New Jersey 
New Yor . W. Beier 
. j 
I 
North Carolina Chapel Hill . H, Guion a, 
North Dakota | Fargo M. Flath 
Ohio H. B. Smith 
Oklahoma W. E. Cole ae 
nsyivan . E. V. Miller, Sr. 
Puerto Rico 
Rhode Island 
T 
ermont 
American Academy for 
Plastics Research in 
Dentistry 
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Name 

American Dental 
Society of Europe 
American Denture 
Society 


American Equilibration 
Society 


American Society for 
the Advancement of 
General Anesthesia 
in Dentistry 
Berkshire Conference 
in Oral Pathology 
and Periodontology 


Chicago Dental 
Society 


Cincinnati Dental 
Society 

Cleveland Dental 
Society 


Council on Dental 
Education, Dental 
Aptitude Tests 
Federation Dentaire 
Internationale, 
Twelfth International 
Dental Congress 
Greater Philadelphia 
Annual Meeting 


International Academy 
of Oral Dynamics 
International Associa- 
tion for Dental Research 
Japan Dental Associa- 
tion, Biennial National 
Meeting 

National Board 

of Dental Examiners 
National Dental 
Association 

of Dental Medicine 
Pacific Coast Dental 
nference 

Sixty- 
Third Dental Congress 
of Paris 

Third International 
Medical and Surgical 
Meetings—International 
Medical and Health 
Exhibition 

Thomas P. Hinman 
Mid-Winter Clinic 
Western Society of 
Periodontology 


Date 
Aug. 28-31 


Feb. 2, 3 


Feb. 1 


Mar. 25 


June 16-20 


Feb. 3-6 
Mar. 17-19 
May 6-8 


Apr. 26, 27 


Sept. 7-14 


Mar. 27-29 


Mar. 9 
Mar. 21-23 


Apr. 28-30 


Apr. 1, 2 
Aug. 4-8 
May 12-16 
Aug. 19-22 


Apr. 11-17 


June 1-9 


Mar. 17-20 


Mar. 29-31 


Place 


Lausanne, 
Switzerland 


Chicago 


Chicago 


New York 


Chicago 
Cincinnati 


Cleveland 


Rome, 
Italy 


Philadelphia 


Washington, 
D.C. 


Atlantic City, 
N. J. 


Tokyo 


Hot Springs, 
Ark. 

Sun Valley, 
Idaho 

San Diego 
Paris, 
France 


Turin, 
Italy 


Atlanta, 
Ga. 


Las Vegas, 
Nev. 


Secy. or Chm. 
J. P. Molony 
Secy 


Vv. L. Steffel 
Secy. 


= Perry 
Feldman 
Exec. Secy. 


I. Glickman 
Dir. 


K. S. Richardson 
Exec. Secy. 


H. G. Frankel 
Chm, 

J. T. Reifke 
Chm. 

S. Peterson 
Secy. 


P. Lalli 
Secy., Gen. 


H. Silver 

Exec. Secy. 

R. K. Sindmack 
D. Y. Burrill 


Asst. Secy. 
T. Kashima 
Dir. 


Jackson 


G. J.C 
Secy. 
Secy. 
Cc. W 


Gilman 
Secy. 
M. Vincent 
Gen. Secy. 


B. Roccia 
Dir. 


E. K. Patton 
Gen. Chm. 


C. L. Foss 


Address 

110 Harley St., 
London W. 1, England 
College of Dentistry, 
Ohio State University, 
Columbus 

16350 E. Warren Ave., 
Detroit 24 

730 Fifth Ave., 

New York 19 


Tufts University, 
School of Dental 
Medicine, 

136 Harrison Ave., 
Boston 11 

30 N. Michigan Ave., 
Chicago 

Doctors Bldg., 
Cincinnati 

710 Carnegie Hall Bidg., 
Cleveland 15 

222 E. Superior St., 
Chicago 


Via Boezio 16, 
Rome, Italy 


otel, 
Broad and Walnut Sts., 
Philadelphia 2 
573 Bloomfield Ave., 
Verona, A 
129 E. Broadway, 
Louisville 2, Ky. 
1-Chome, Ogawa- 
machi, Kanda, 
Tokyo, Japan 
222 E. Superior St., 
Chicago 
P.O. Box 
Va. 
Selling Bidg., 
Portland 5, Ore. 
219 E. 8th St., 
National City, Calif. 
31, rue Tronchet, 
Paris, France 


Dentistry Clinic, 
University of Turin, 
Corso Polonia 2, 
Turin, Italy 


Box 136, Ben Hill Sta., 
Atlanta 11, Ga. 

239 E. Laurel St., 

San Diego 1, Calif. 


Lenox, 
Mass. 

i 

asey 

rwood 
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THE NEW 
Year Book of 


DENTISTRY 


(1956-57 Series) 
Still only $6.00 


Edited by Stanley D. Tylman, D.D.S., Donald A. Keys, D.DS., 
John W. Knutson, D.D.S., Dr.P.H., Harold J. Noyes, D.D.S., M.D., 
Hamilton B. G. Robinson, D.D.S., Carl W. Waldron, M.D., D.D.S. 


More than 275 articles, both foreign and domestic, appear in the current Year 
Book dealing with prosthetic dentistry, operative dentistry, public health, 
orthodontics, oral medicine and oral pathology. Imagine trying to find and read 
this wealth of important information by any other means. 

The Year Book deals with diseases and conditions most likely to be met in 
daily practice; stresses the entities and problems that most frequently give 
trouble; alerts you to current trends in research and consequent implications 
for the future. 


The Year Book of Dentistry quickly and economically expands professional 
reading—essential reading-—on a scale impossible to achieve in any other way. 


461 PAGES OVER 300 ILLUSTRATIONS 


Near Hook 


The Year Book Publishers, Inc. 
p 
200 E. Illinois St., Chicago 11, Ul. 


Please send for 10 days’ examination. 
(1) New Year Book of Dentistry (1956-57 Series), $6.00 
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| Prevent pulpal irritation... 


@ 
PULPDENT LIQUID 


‘CAVITY LINER 


Clinically proven* cavity liner that neutralizes 
cement acids, minimizes thermal shock, pro- 
tects against chemical irritants, and which 
aids in the formation of secondary dentin 


over exposed pulp. Stocked by all 
dental dealers. 
May be used directly under such filling 
materials as silicate cements and resins; 
also, under inlays crowns and bridges. 
Especially useful in deep cavities. 


The ORIGINAL, premixed calcium hydroxide 
cavity liner, NO SOLVENTS NEEDED. 


*Bibliography sent on request ROWER DENTAL MFG. CORP, —— 
Boston 16, Mass. U.S.A. 
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PEDIATRIC 
DENTISTRY 


By M. MICHAEL COHEN, 
D.M 


Stomatologist, The Boston Float- 
ing Hospital ; Lecturer, Pediatric 
Stomatology, Tufts University, 
School of Medicine, Department 
of Pediatrics ; Lecturer, Pediatric 
Stomatology, Tufts University, 
School of Dental Medicine, De- 
partment of Oral Pediatrics; 
Consultant in Dentistry for Chil- 
dren, United States Public 
Health Service. 


610 pages; illustrated. Price, 
14.75 


It is the responsibility of the dental practi- 
tioner to provide continuous dental care 
throughout childhood. Successful dental 
care depends on the ability of the dentist 
to teach and train the child to accept 
necessary dental treatment. The dentist 
must be as skilled in human relations as 
in dental. techniques to fulfill his obli- 
gations to the child. An understanding 
of the child, parent, and child-parent 
relationship is important in carrying out 
satisfactory dental treatment. It is the 
hope of the author that this book will 
serve as a valuable reference and that it 
will provide the dentist with a practicai 
knowledge of all phases of dentistry for 
children. Sixteen recognized authorities 
collaborated with the author in the prep- 
aration and writing of this book. 


THE C. V. MOSBY COMPANY 3207 Washington Bivd., St. Lovis 3, Missouri 


(Postage Paid 


City 


Gentlemen: Send me the book(s) checked with (X). 
C) Attached is = check. ([) Charge my account. 


Cohen “PEDIATRIC 
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{) Muhler-Hine “A SYMPOSIUM ON 
PREVENTIVE DENTISTRY” $6.75 


Dr. 


A SYMPOSIUM on 
PREVENTIVE 
DENTISTRY 


Edited by JOSEPH C. 
MUHLER, D.D.S., Ph.D. 


Associate Professor, School of 
Dentistry and Department of 
Chemistry, Indiana University, 
Bloomington, Indiana, and 
MAYNARD K. HINE, D.DS., 
M.S. Dean, School of Dentistry, 
Indiana University, Indianap- 
olis, Indiana. 


270 pages. Price, $6.75 


To summarize the current thinking on 
the subject of preventive dentistry a work- 
shop was organized in which a total of 
24 people—recognized authorities in their 
fields—were asked to prepare short pa- 

rs. These papers were then discussed 
- representatives of practically every 
dental school in this country, Eastman 
Dispensary, The University of Chicago, 
Michigan State University, as well as 
representatives from the dental divisions 
of the Air Force, Navy, and United States 
Public Health Service. These papers were 
then collected and edited and are pre- 
sented in this volume with the hope that 
they will prove a useful document on the 
current status of opinion regarding the 
etiology of dental disease and perhaps 
serve as a stimulus for further work. The 
symposium was presented on March 1 
and 2, 1956, at Indiana University School 
of Dentistry, Indianapolis, Ind. 


(Plus Postage) 
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Torit makes the difference 


... between a worn out patient and one that finishes smiling! 
ORA-VAC is a high-volume evacuator that is non-traumatic 
to the most sensitive tissues. ORA-VAC allows you to main- 
tain a “bridge-stream” of water that instantly removes all 
operative debris and fluid before it accumulates. Keeps the 
operative field clean and in clear vision at all times. 
ORA-VAC lets you use high-speed techniques that save 
you 20 to 30 minutes out of every hour. Can’t clog. ORA- 
VAC stays 100 % efficient all day. Torit makes the difference 
...and Torit makes many different dental products. 


TORIT MANUFACTURING CO. 


Walnut and Exchange Streets, Dept. 101, St. Paul 2, Minn. 
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your FUT away! 


TICONIUM cases FIT— they are cast to FIT! From sur- 
veying right down to final check with the master model, 
control is the word in the TICONIUM technique. Poor 
control with ordinary techniques causes grinding of clasps 
to make them fit. That adds hours to your chairtime. 


TICONIUM cases mean ONE FITTING at the lab — one 
fitting at the chair! Insist on Ticonium on your next partial. 


TICONIUM 


413 No. Pearl St., Albany 1, N. Y. 
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A.D.A. Group Life Program 


The only Life Insurance Plan Sponsored by the 
American Dental Association. 


$10,000 


YOU | Basic Life Insurance 


GET|s20,000 


For Accidental Death 


* Age Annually Semi-annually 


YoU Up to 30 $30.00 $16.00 
31 to 40 50.00 26.00 
41 to 50 80.00 41.00 


PAY) | | 


ISSUED UP TO AGE 60 


* NOTE: AS INDICATED ABOVE 


When the need is greatest, 
the cost is lowest 


A.D.A. Group Life Program 
The Great-West Life Assurance Company 
1035 Field Building 
135 S. La. Salle St., Chicago 3, Ill. 


THE 


Great-West Lire 


ASSURANCE COMPAN 


HEAD OFFICE ~ WINMIPEG, CANADA 
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LACTONA 
‘Tooth-Tip’ Toothbrush 


A Dependable Source 


of all Textures 
Genuine Natural Bristle 
During a period of acute bristle 
shortage, and very high 
prices, LACTONA has contin- 
ued to make its brushes regu- 


larly available in all genuine 
natural bristled textures. 


The high quality of LACTONA 
brushes has been maintained, 
and the price at which they 
sell, remains unchanged. 


Jravel Denture Brush 


TRAv-DENT 


A thoroughly efficient brush 
for cleaning Dentures. Handy 
and compact for purse or 
pocket. Stapled with durable 
TYNEX (Nylon). 


A SPECIAL TRIAL OFFER 


2 TRAV-DENT Denture Brushes 
for 50¢. Limit 2 to each dentist. 


Please write to: 
LACTONA INCORPORATED «+ Saint Paul 1, Minnesota 
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National Board Examinations 


States and Agencies that recognize 
National Board Certificate 


we ALABAMA NEVADA 


COLORADO NEW HAMPSHIRE 
P CONNECTICUT NORTH DAKOTA 
April 1-2, 1957 IDAHO OKLAHOMA 


(Applications should be received by March 1, 1957) — sencill 
INDIANA * PENNSYLVANIA 


IOWA RHODE ISLAND 


December 2-3. 1957 KANSAS SOUTH DAKOTA 


KENTUCKY UTAH 
(Applications should be received by Nov. 1, 1957) LOUISIANA VERMONT 


MAINE VIRGINIA 
MARYLAND WASHINGTON 
MASSACHUSETTS WEST VIRGINIA 
Brochure MICHIGAN U. PUBLIC HEALTH 
describing the MINNESOTA U. S. ARMY 


National Board MISSOURI U. S. NAVY 
NEBRASKA ALASKA 
Dental Examinations 


may be obtained erp 
by writing: Council of the National Board of Dental Examiners 


AMERICAN DENTAL ASSOCIATION 
222 EAST SUPERIOR ST. -:- CHICAGO 11, ILLINOIS 
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PORCELAIN 


gams new performance 


by fusing with new Platinum-Palladium alloy 


NOW THE NATURAL BEAUTY OF 


PORCELAIN IS SUCCESSFULLY coum 
WITH THE FIT AND STRENGTH OF 


CAST PRECIOUS METAL... 


The PERMADENT Technique of porce- 
lain fused to a strong, durable plati- 
num-palladium alloy now adds new 
versatility to the ideal esthetic restora- 
tive material— porcelain. 


This has been made possible by the 
development of a new medium-high 
fusing porcelain and a platinum-palla- 
dium alloy which provides a high de- 
gree of mechanical adhesion and a 
strong bonding of porcelain to metal. 


Individual PERMADENT crowns are so 
strong they may be used as abutments 
for clasps, for precision rests or as re- 
ceptacles for precision attachments. 


@ Cross sections showing how 
metal understructure is designed 
for greater durability 


INTELLIGENT PROCESSING SKILL 
KEY TO SUCCESSFUL RESULTS ... 


Properly cast in accordance with preci- 
sion techniques at Boos, the platinum- 
palladium alloy is tough and durable. 


When correctly packed and fused to 
the metal by Boos experienced cera- 
mists, a special medium-high fusing 
porcelain locks itself into the struc- 
ture of the alloy forming a strong bond. 


A trial case will demonstrate how this 
specialized service at Boos fully com- 
plements your own exacting operative 
skill in the constructien of your por- 
celain restorations. 


Write today for further information 
and preparatory suggestions. 


A Complete Dental Laboratory Service — Unlimited in Scope — Unsurpassed in Quality 


808 NICOLLET AVENUE ¢ MINNEAPOLIS 2, MINNESOTA 


es *) Branch Laboratories: Medical Arts Bldg., Duluth, Minn., * Equitable Bidg., Des Moines, lowa 
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effective and economical 


you add just a few drops ... to a quarter glass of water 


concentrated ASTRI NG-O-SOL 


The effectiveness of Astring-o-sol is | ant— and kind to the most delicate 
measured in drops—not drams— ___ oral tissues too. A little goes a long 
not ounces. Its tangy, invigorating way... at the chair and in daily 
taste and mild astringent action mouth care. 


leave the mouth fresh and sweet. American Ferment Company, Inc. 
Astring-o-sol is an effective deodor- 1450 Broadway, New York 18, N. Y. 


write for samples for patient distribution 


Better denture KLI N GC’ 


the new quality adhesive using only N. F. gums 
write for professional samples 
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when you can sterilize 


WHY BOI FASTER and SAFER 


in the 


PELTON 
AUTOCLAVE 


So Easily Operated 


After loading, simply trans- 
fer steam from reserve to = oe, 
sterilizing chamber. In only 
a few seconds, temperature - 
is attained. 

DISCHARGE 
When sterilization is com- 
q pleted, discharge steam to Pa. 


condenser after closing 
transfer valve and crack 
open the door. 


UNLOAD 
_In a minute or two entire 
contents are removed com- 
pletely sterile and dry. The 
autoclave is ready for sec- 
ond load. 


AVAILABLE 


IN 3 SIZES: ‘the Covet 
Model FL-2, : CHARLOTTE 3, NORTH CAROLINA 


6” x 12” sterilizing chamber : Gentlemen: | am interested in the Pelton time-saving Autoclave. 
z ! Please send me more information and prices on model. 


Model HP-2, : 
8” x 16” sterilizing chamber 
° 
Model LV-2, 


12” x 22” sterilizing chamber : 
See your dealer 
or send coupon. 


Addre 


City & State. 
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DU PONT “PULL-A-TAB” PACKET—A 
FAVORITE WITH DENTAL ASSISTANTS 


Dental assistants really appreciate the 
convenience of the exclusive Du Pont 
“Pull-A-Tab” Packet. And no wonder — 
this timesaving packet is so easy to 
open ...there’s no groping or fumbling 
in the darkroom. 


Here’s why “Pull-A-Tab” Packets top 
them all for speed and ease of opening: 
Just pull the tab, slide out the inner lin- 
ing, remove the film from the lining, and 
the film is ready to process. There’s never 
a chance of clipping foil or paper to the 
hanger with film. 


The full line of high-quality Du Pont 
Dental X-ray Film is supplied in the ex- 
clusive “Pull-A-Tab” Packet — Bitewing 
Film for interproximal examination and 
three periapical films with a speed range 
wide enough to meet any x-ray problem. 
SEND FOR YOUR FREE SAMPLE of Du Pont 
Dental X-ray Film in the handy “Pull-A- 
Tab” Packet! You'll also get a useful 
exposure table for Du Pont Dental 
X-ray Films and a chart calibrated for 
use with Du Pont X-ray Developer. 

Du Pont, Photo Products Depart- 
ment, 2420-2 Nemours Building, Wil- 
mington 98, Delaware. Jn Canada: 
Du Pont Company of Canada (1956) 
Limited, 85 Eglinton Avenue, East, 
Toronto 12, Ontario. 
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HOW TO AVOID POOR RADIOGRAPHS 
WITH PROPER PROCESSING 


What caused the streaks on the radio- 
graph below? Possibly you've never been 
troubled with such difficulty — since it’s 
due to a dirty film clip. 


Film hangers in the dental darkroom 
deserve special attention because dried 
fixer has a tendency to dissolve onto films 
when they’re first immersed in develop- 
ing solution. Besides impairing the diag- 
nostic quality of radiographs, the work- 
ing life of the developer is reduced, 

Even though 
hangers are thor- 
oughly washed 
after use, they 
should have a pe- 
riodic cleaning. A 
good way to make 
sure hangers are 
chemically clean 
is to soak them 
for two hours in 
a warm (100- 

120°F.) solution of trypsin and bicar- 
bonate of soda. Here’s a good formula 
to use: 


After soaking, remove hangers, brush 
away any adhering gelatin particles from 
clips and wash hangers thoroughly in 
running water. 


(Note: “Serizyme” can be used in place 
of trypsin. It’s available through Waller- 
stein Co., Inc., 180 Madison Avenue, 
New York 16, N. Y.) 
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Better Things for Better Living...through Chemistry 
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Consider ACHROMYCIN capsules... 


THEY OFFER POTENT 
BROAD-SPECTRUM ACTIVITY 
IN CONVENIENT FORM 


You may prescribe ACHROMYCIN 
Capsules with confidence in the 
treatment of dental infections 


TETRACYCLINE 


Easily swallowed, rapidly absorbed 
e True broad-spectrum antibiotic 

action 

Continuous, effective blood levels 

on only four capsules a day 

Minimal side effects 

Available as 250 mg., 100 mg., and 

50 mg. capsules 

Economical therapy 


FREE: write for prescription pads for 
ACHROMYCIN. 


On your prescription, patients may obtain ACHRO- 
MYCIN Capsules from any pharmacy. ACHROMY- 
CIN, for your use may be obtained from your usual 
source of supply. 


ACHROMYCIN—AN AID TO, NOT A SUBSTITUTE FOR, GOOD DENTISTRY 


t Liderte ) LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 
*Reg. U.S. Pat. Off 
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Indian Head 
TUNGSTEN 
CARBIDE 
Acrylic & Metal 
Trimmers 


* Ideal for Acrylics 
—will not adhere, 
heat or clo 

* for Steel ad Gold 
Cases — will cut 
and leave polished 
surfaces 

* Excellent for Trim- 
ming Base Plates 

* Will not chip 
Porcelain Teeth 

FASTER CUTTING 

CLEANER 
CUTTING 
“The Trimmer with 

Universal Use" 


83.75 each 
UNION BROACH 
co., INC. 
80-02 5ist Ave., 
Elmhurst 73, N.Y. 


The 
Twelfth Congress 


of the 


INTERNATIONAL 
DENTAL FEDERATION 


Rome 
Sept. 7-14 '57 
TWO SPECIAL TOURS 


for 


A.D.A. MEMBERS 
Trip One— 22 Days 
Trip Two —31 Days 


* * * 


For Information or Reservations 
Call or Write 


LEE KIRKLAND TRAVEL 


30 No. La Salle 1231 Baltimore 
Chicago, Ill. Kansas City, Mo. 


Attend the 
50th Annual Scientific Meeting 
HAWAII! TERRITORIAL 
DENTAL SOCIETY 
JUNE 1957 


TWO WEEKS only 


Price includes airplane roundtrip between West 
Coast and Hawaii, residence at deluxe Reef 
Hotel, cocktail party, dinner-dance at Royal 
Hawalian Hotel. fashion-show and luncheon, 
luau—Hawaiian feast, all-day Circle Island Tour, 
Mt. Tantalus Drive, Pearl Harbor Cruse and 
Tour, plus transfers, leis, and all necessary tour 
services. Steamship travel and hotel accom- 
modations elsewhere are available at adjusted 
rates. WIDE CHOICE OF STEAMSHIP 
SPACE TO AND FROM HAWAII AVAILABLE 
TO EARLY APPLICANTS. 


Consult: 
HOWARD TRAVEL SERVICE 
578 Grand Avenue 
Oakland 10, California 


EUROPE 


Attend the 


FEDERATION DENTAIRE INT'L 
ROME — SEPT. 1957 
With 
OFFICIALS of 
STATE DENTAL 
ASSOCIATIONS 


COMPLETE 91399 


30 DAYS..... 


ENGLAND — mh 
ITALY — SWITZERLAND 


Price includes airplane roundtrip between 
New York and Europe, first class accommoda- 
tions and services throughout England and 
the Continent, plus meals, tips, etc. STEAM- 
SHIP ACCOMMODATIONS AVAILABLE ON 
REQUEST AND AT ADJUSTED TOUR RATES. 


Consult: 
HOWARD TRAVEL SERVICE 
578 Grand Avenue 
Oakland 10, California 
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Clinical Dental Roentgenology 


Here is an atlas of dental roentgenograms 
providing authoritative guidance on how 
to produce good films and interpret the 
findings. In no other book can the den- 
tist find such comprehensive coverage. 


Specific and definite instructions are 
given on the full technic of producing 
the roentgenograms, the choice of films, 
the right and wrong way to place the 
film, proper angle of the x-ray, dark room 
procedure, etc. The importance of a full 
roentgenographic survey for both chil- 


dren and adults is stressed, with data on; 


the minimum number of films adequate 
for proper interpretation. Several chap- 
ters are devoted solely to the problems of 
x-raying childrens teeth. 


1325 photographs and roentgenograms 
on 529 figures were selected from private 
practice and from thousands of cases 
admitted to the Murry and Leonie Gug- 
genheim Dental Clinic of New York 
University College of Dentistry. Virtu- 
ally every dental and oral condition 
demonstrable in the roentgenogram is 
shown. 


By Joun Orrm McCa.t, D.D.S., F.A.C.D., former Director, 
The Murry and Leonie Guggenheim Dental Clinic; and 
Samurt Stanter Warp, D.D.S., F.A.C.D., Clinical Pro- 
fessor of Radiology, New York University College of Med- 
icine. 480 pages. 65%” x 10”, with 1325 illustrations on 
529 figures. About $10.00 New (4th) Edition! 


30 day free cxamination— 


New (4th) Edition 


In this New (4th) Edition, modifications 
have been made in the description of 
long cone technic. A separate chapter is 
devoted entirely to this subject, describ- 
ing and illustrating it as a simple, prac- 
tical and standardized procedure. See 
illustration above. 


The text on standard technics for intra- 
oral films, occlusal and extraoral films 
has been divided into 2 separu.e chapters 
for convenience in reference. 


Due to the growing concern over the 
possible ill effects of x-ray radiation ex- 
posure, the latest data on radiation haz- 
zards and ill effects of overexposure are 
presented. Also included are calibrations 
for calculating exposures at varied po- 
tentials and target-film distances, as well 
as the latest requirements for dental x-ray 
apparatus. 


A wealth of new material and illustra- 
tions has been added throughout the 
book, including information on new high 
speed dental x-ray film developed by 
Eastman Kodak Company, accompanied 
by excellent illustrations dealing with 
dark room technic. 


West Washi ™ 
W. @. Saunders Company Philadelphia’ 5, 


Send for 30-day examination and charge: 


Address ADA 2-57 
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Book 
Easy payment plan | 
McCall and Wald’s Clinical Dental Roentgenology........About $10.00 | 
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BUSCH-WIDIA 


“DIAMOND-HARD SUPER TUNGSTEN CARBIDE” 


BUSCH-WIDIA burs are made of the hardest of the 
tungsten carbides to add to the recognized advantages of 
BUSCH BUR BALANCED BLADE DESIGN and their high 
standards of precision manufacture. BUSCH-WIDIA BURS— 
second only to diamonds in hardness—are your full 
assurance of peak performance during their 
prolonged service. Busch Burs and Busch-Widia Burs 
are available through your dealer. 


PFINGST & COMPANY, INC. » 62 COOPER SQUARE + NEW YORK 3, N. Y. 
BUSCH BURS * HORICO DIAMOND ABRASIVES » AJUSTO HAND PIECES + STAINLESS INSTRUMENTS 
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Penicillin V, Crystalline (Phenoxymethyl Penicillin) 


a new penicillin 
for efficient absorption 
by the oral route 


For adjunctive therapy in penicillin-responsive oral infections. For ad- 
junctive prophylaxis in oral procedures, especially in patients with a 
history of rheumatic fever, congenital or valvular heart disease, diabetes 
mellitus. 


JOHN DOE, D.D.S- 


3 
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Supplied: Tablets, 200,000 units, scored, bottles of 36; 
500,000 units, scored, bottles of 12. 
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Philadelphia 1, Pa. Trademark 


a General Electric product 
in step with your progress 


Cuts exposure times 60% 


With its full 90 kvp and extra filtration, the years-ahead 
GE-90 gives you films possessing much greater detail than 
conventional dental x-ray units —in 40% the exposure 
time. You can diagnose better . . . your patients receive 
60% less radiation . . . and detrimental soft rays are 
filtered out. There’s streamlined design for ease of posi- 
tioning .. . electronic timing with automatic reset . . . many 
other features your dealer will demonstrate. Or write X-Ray 
Department, General Electric Co., Milwaukee 1, Wis., 
for Pub. JJ-23. 
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amalgam squeeze cloths 
_ tough and strong --excellent for 
expressing mercury from amalgam 


“sanitary h headrest covers 
"disposable and moisture-resistant 

fresh, easily-attached cover for each 
patient guards from oily stains” 
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years of distinguished service 


The American Dental Association Relief Fund this 
year is completing a half century of help to dentists 
and their dependents in need. 

The Relief Fund needs your help NOW to carry on. 
Won’t you make your anniversary contribution to the 
Relief Fund just as “golden” as you possibly can! 


American Dental Association Relief Fund 


222 BAST SUPERIOR STREET CHICAGO 11, ILLINOIS 
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well worth 


waiting for... 


sums up the comment 
of those who now 
use this revolutionary 
instrument. 

Increased production 
facilities promise 

an improved delivery 
situation in the very 
near future. Your 
patience is sincerely 
appreciated. We 
know you'll find 
YOUR Page-Chayes 
well worth 

waiting for. 


HIGH SPEED 
CONTRA ANGLE 


CHAYES DENTAL INSTRUMENT CORP,, 460 West 34th Street, New York 1 
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The age of dreams... 


Fulfillment of a young girl’s dreams 
needs the help of doctor, teacher and 
parent—for development of good habits 
for healthful living. 

Studies show that many teen-age girls 
have poorer nutrient intakes than have 
younger or older girls . . . or boys of the 
same age... yet they are more often 
overweight. Skipping breakfast and de- 
pending on high-calorie, low-nutrient 
snacks for energy aggravates the 
problem. 

The diets of these girls are poorest in 
iron and calcium. Deficiency of these 
minerals is not easily overcome, particu- 
larly during adolescence, pregnancy, and 
lactation . . . the periods of greatest 
energy and nutrient needs in the lives of 
girls and women. Today’s early mar- 
riages mean that motherhood frequently 
follows closely upon the adolescent 
period, increasing the relative impor- 
tance of a good diet at this time. The 
diets of teen-age girls will meet recom- 


mended allowances with respect to iron 
and calcium and other nutrients if they 
regularly consume four cups of milk 
daily, with liberal amounts of meat, 
fruits, vegetables, and cereals. 

Four to six cups of milk each day .. . 
to drink . . . used in food preparation . . . 
as cheese or ice cream . . . will provide the 
calcium needs of teen-age girls . . . and 
generous quantities of high quality pro- 
tein and other essential nutrients. 

In planning meals for teen-age girls, 
milk and milk products are foundation 
foods for good eating and good health. 

The nutritional statements made in this adver- 

tisement have been reviewed by the Council on 

Foods and Nutrition of the American Medical 

Association and found consistent with curre 

authoritative medical opinion. ; 
Since 1915 . . . promoting better health 
through nutrition, research and education. 


NATIONAL DAIRY COUNCIL 


A non-profit organization 
111 N. Canal Street + Chicago 6, Ill. 


THIS ADVERTISEMENT IS ONE OF A SERIES. REPRINTS ARE AVAILABLE UPON REQUEST 


| 
« 
A-38 
4 
‘4 
4 
ie 
: 


pay cash... 


everything? 


OF course you don’t—and neither does anyone else! 
Credit is no longer a bad word. Properly controlled, 
it is a means whereby people can get the things they 
need when they need them, instead of when they can 
pay cash. Properly handled, such arrangements are 
good for dentistry and for the patients, simply because 
good, complete work costs money and the patient can 
seldom pay the actual cash when the time comes. 


With Professional Budget Plan training, you can fit 
any plan to the patient. No need for aan — 
all you do is let your patient know he can handle it 
any way he prefers. Whether he selects bank plan, cash, 
open account, or PBP’s “budget plan,” the money prob- 
lem vanishes because everything is definitely under- 
stood and so easily handled you'll wonder why it 
bothered you! 


This sensible, ethical, self-operating PBP payment plan 
is but one of the many casy-to-install administrative 
features of PBP—features that are fitted to your prac- 
tice by the friendly PBP consultant. Why not out 
all about PBP soon? Write Dept. AD-27. 


PROFESSIONAL BUDGET PLAN 


303 EAST WILSON STREET e MADISON 3, WISCONSIN 
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‘COMPARE films from 
typical full-mouth examinations 


New Kodak Dental Film...now Zane aad fea 


All Kodak Radia-Tized Dental X-ray Film 


is now twice as fast! 


For example: Radia-Tized Film previously 
required approximately 450 milliampere sec- 
onds for a full-mouth examination—now it 


requires only 225 MAS. 


Look closely at the two radiographs enlarged 
from the full-mouth examinations shown above. 
Same high quality, but the new film had one- 
half the exposure. 


For all dentists, the doubled speed means 
less likelihood of blurring due to patient move- 
ment during exposure—hence better radio- 


graphs. 


For all patients and operators, the new film 
means a resultant reduction in radiation. 


And for dentists who prefer 8” focus-film 
distance, here’s an ideal recording medium with 
one-half the former exposure and no impair- 
ment of quality. 


NEW EASY-OPENING PACKET 


with saliva-repellent wrapper for all 
Kodak Periapical Dental X-ray Film 


Easier to handle in the darkroom. Lift 
and pull black tab until about half of pro- 
tective paper is out of packet. Hold black 
paper away from film. Remove film as 
shown and attach to hanger clip. 


EASTMAN KODAK COMPANY 
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Order Kodak 
dental x-ray materials Use Kodak 


from your dealer Dental X-ray Kodak Dental 
Film . X-ray Chemicals 


lxodalk 


TRADE MARK 


e 
For complete dependability . . . 
X-ray Division, Rochester 4, N. Y. Ann oe 


To Save You Reading “Time... 
DENTAL ABSTRACTS 


Published monthly by the American Dental Association at 
the low annual subscription price of $6 for U.S. subscribers, 
$7 abroad. 


Each 64-page monthly issue of DENTAL ABSTRACTS contains approxi- 
mately 90 abstracts and eight illustrated digests, selected from 350 current 
dental and allied journals published in 50 countries. 


How would you like to receive each month succinct, comprehensive 
abstracts of articles reflecting the significant advances being made by 
dentistry throughout the world? One look at DENTAL ABSTRACTS will 
tell you why this new dental abstract journal is being acclaimed by 
readers in 65 countries. 


An antibruxism shield from Colombia . . . 
A device for root canal therapy from England... 
An Italian experiment with transplantation .. . 
The experiences of a dentist in the Antarctic . . 
A new technic for improving complete dentures .. . 


You will read about them all in DENTAL ABSTRACTS. 


AMERICAN DENTAL ASSOCIATION, Subscription Department 
222 East Superior Street, Chicago 11, Illinois 


Please enter my subscription to DENTAL ABSTRACTS for one year. 
My check is enclosed.* 


Name. 


Addr 


City, zone and state 


*Subscription rate is $6 in U.S., $7 abroad 
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To Assist You in Prosthetic Work... 
SS:White 


ORALINE 


MOUTH WASH 


Contains no metallic salt or 

i harsh chemical. Ideal for 

| cleansing prior to taking 

MOUTH WASH = impressions. Pleasant, in- 

— vigorating flavor. Concen- 

trated * 8-oz. plastic bottle 

makes 2 gallons. 4-oz. glass 
bottle for home use. Ask 4 

your salesman. 


The S. $. WHITE DENTAL MFG. CO. 


211 SO. 12TH ST., PHILADELPHIA 5, PA. 
FREE! Dental prescription pads. Write on professional letterhead. 


ARE YOU GOING TO THE GREAT ROME CONGRESS ?? 
September 7-14th 1957 
FEDERATION DENTAIRE INTERNATIONALE 


Write us at once for our Tour Folder showing wide selection of itineraries of from 
17 to 60 days duration. By Ship or Air, or combination. 


AMERICAN EXPRESS OPERATION 


Dr. C. W. Carrick Oberlin, Ohio 
TRAVEL CONSULTANT FOR U.S.A. SECTION 


MEMPHIS DENTAL SOCIETY announces 


A SEMINAR ON HYPNOSIS 


FEBRUARY 15, 16, 17, 1957 PEABODY HOTEL MEMPHIS, TENN. 


INDUCTION TECHNIQUES — HYPNOTHERAPY — HYPNODONTIA 
Attendance Limited to Physicians and Dentists 


FACULTY: Milton H. Erickson, M.D., Edward E. Aston, D.D.S., Victor E. Hershman, 
D.D.S., Seymour Hershman, M.D., William S. Kroger, M.D., Irving Secter, D.D.S. 
For Further Information Write: 


SEMINARS ON HYPNOSIS 
1 N. CRAWFORD CHICAGO 24, ILLINOIS 
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CLASSIFIED 
ADVERTISING 


Forms close on 20th 
of second month preceding month of issue 


Classified Ads. 
Remittance Must Accompany 


PRACTICES AND OFFICES FOR SALE 
AND RENT 


CALIFORNIA—Retiring. General practice 
established 28 years. Just rent and pur- 

chase two-chair complete office equipment. 

On your own terms. Highly desirable indus- 

trial city— Los Angeles area near ocean. 

Offices large enough for two dentists. Dr. 

aman, 351 Main St., El Segundo, 
alif. 


CALIFORNIA—Combined modern two-chair 

dental office, fully equipped, and home 
available in La Jolla, on long term lease 
with option to buy. This is a wonderful 
opportunity at reasonable rental. Write 
Mrs. Denise P. Smith, 401 So. Lucerne Bivd., 
Los Angeles 5 


COLORADO—For sale. Leaving state. Com- 
bination home and office. Modern two 

bedroom, two bath ranch; four years old. 

One chair office, room for second chair. 

ive established 30 years. Address 
A.D.A. Box No, 622. 


CONNECTICUT—For sale. Three chair mod- 
ern general practice, dental office in air- 
conditioned bu $15,000 terms. Dentist, 
age 47, will stay with buyer for six months 
and share ex sues, refer patients and then 
retire to Florida. Address A.D.A. Box No. 534. 


FLORIDA—Office space for reasonable rent. 
Complete plumbed and wired for three- 

chair Rental office. Located in center of 

town. Left vacant because of moving into 

wet and dental office combination. Dr. R. 
. Clark, Box 518, Tarpon Springs, Fla. 


ILLINOIS—New dental office with apart- 
ment for rent in southern Illinois town. 
Dental office not equipped. Rent hag | rea- 
sonable. No other dentist in town efer- 
ences requested. Address A.D.A. Box No. 506. 


Classified advertising rates are as follows: 

30 words or less—per insertion 

Additional words, each 

Answers sent c/o American Dental 

Association no extra charge 

Replies to A.D.A. box number ads should be ad- 
dressed as follows: 

American Dental Association 

222 E. Superior Street 

Chicago II, Ill. 
Please be sure that the box number appears on 

the envelope. 


INDIANA—For rent or sale. Established 

office. New brick building. City popula- 
tion, 4,000. One other dentist. Records and 
assistant available. Should net over $10,000. 
Write Dr. Philip Giltner, Huntingburg, Ind. 


LOUISIANA—For rent. Completely equipped, 

air-conditioned dental office consisting of 
two chairs, two units, one x-ray, all usual 
instruments, laboratory. Town of Lake 
Providence, situated in trade area of 15,000, 
primarily agricultural. Only one full time 
dentist in town. Lake and Mississippi River 
adjacent to town, with excellent unting 
and fishin Reasonable rent with option to 
buy. Previous owner deceased. For further 
details contact T. G. Biggs, M.D., Box 278, 
Oak Grove, La. 


MARYLAND—Available soon, rent, lease, 

sale, options, 1, 2 (or 3-chair) air condi- 
tioned in modern, garden-type, 420 unit 
apartment development along main road in 
suburb adjoining Washington, D.C. Owner 
in service. Attractive terms can include 
Ivory Model “E” Ritter Unit, motor-chair, 
American Mobile cabinet, Castle Panovision, 
autoclave, McKesson-Nargraff, etc. Address 
A.D.A. Box No. 519. 


MARYLAND—For sale or lease. New modern 

dental suite, reception room, consultation 
room, two operating rooms, dark room and 
spacious laboratory. Air conditioned, base- 
board heat, new Ritter equipment. Address 
A.D.A. Box No. 528. 


NEW JERSEY—For sale. Owner deceased. 

Outstanding country type practice. Will 
sell entire building with office or pene- 
tice and equipment and lease office erms 
arranged for right person. Unlimited oppor- 
tunity for energetic type person. Write or 
contact in person: H. T. Buckenmyer, 316 
Front St., Belvidere, N. J. 


NEW YORK—Brooklyn. Exclusive and con- 

venient Park Slope. Ideal professional 
apartments; new eight story, fireproof. Mod- 
erate rentals. Must be seen to be appreciated. 
Garage available. 130 Bighth Ave. (Cor. Car- 
roll St.) See Mr. Bitker, manager. ST 9-2043 
or phone office MU 2-0549. 
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OHIO—For sale by widow. Dental office in 

Mt. Vernon, Ohio. Established 26 years. 
Grossing $30, 000 yearly. Completely equipped. 
Ground fioor. Downtown location, in con- 
junction with physician. Low overhead. 
Write Ethel Shamansky, 933 E. Chestnut St., 
Mt. Vernon, Ohio. 


PENNSYLVANIA—Allentown. Well equipped 

dental office for rent. Excellent location. 
Dentist deceased. Equipment may be pur- 
chased. Address Mrs. Kenneth Weyand, 204 
N. $th St., Allentown, Pa. 


OPPORTUNITIES AVAILABLE 


Dentists 


CALIFORNIA—Wanted: associate for Palm- 
dale, Calif. Excellent opportunity for 

young man interested in children’s dentistry. 

oe Harry Massie, Box 857, Palmdale, 
alif. 


CALIFORNIA—Pedodontist desires associate 

full time. No Saturdays or evenings. Top 
income, $14,000 to $18,000. Incentive and bo- 
nus plan. Dr. Paul Schiff, 808 E. Manchester, 
Inglewood, Calif. 


FLORIDA—Miami Beach. Will form an as- 

sociation or partnership. Completely 
equipped modern two-chair office. Air con- 
ditioned elevator building. Finest central lo- 
cation, main street, Lincoln Rd. Address 
A.D.A. Box No. 498. 


IDAHO—Excellent opportunity for dentist 

in interior Idaho town. Two operating 
rooms, laboratory, and reception room, also 
office in brick building on Main St w ren- 
tal, and plenty of business. R. B. Cavaness, 
Box 764, Salmon, Idaho. 


ILLINOIS—Opportunity for dentist to suc- 

ceed lady dentist in southern Illinois 
town of 9,000. Practice established 49 years. 
In completely renewed building. New unit. 
Dentist deceased December 8th. Assistant 
has been with doctor for 28 years. Address 
Stuart Pierce, Attorney, Carmi, Il. 


ILLINOIS—Chicago. 4,800 square feet of 


floor available at street level for medical 
and dental center. Phone TUxedo 9-4498. 


NEW JERSEY—Central. Ideal location for 

dentist in rapidly growing area. Only one 
dentist per 6,600 at present. For details ad- 
dress A.D.A. Box No. 509. 


A-45 


NORTH CAROLINA—Dentist for 3,000 bed 

hospital. House available to married doc- 
tor, and full maintenance if single. Salary 
commensurate to training and experience. 
| State Hospital, Golds- 
oro 


NORTH DAKOTA—Excellent opportunity for 
an experienced dentist to join medical 


group as partner, after one year of guaran- 
teed salary. on salary $600 per month, 
pus percentage. ther arrangements can 
e made). Equi ant modern. Two chairs. 
North Dakota license necessary. Start im- 
mediately. Martin Hachhauser, M.D., Garri- 
son Clinic, Garrison, N. D. 


PUERTO RICO—Excellent opportunity for 


a dentist in a well oquippe office in rural 
Puerto Rico. Furnished home, good hospital 
facilities, English primary school available. 
Accredited for alternative service work. 


Contact Brethren Service Commission, 22 
South State St., 


Elgin, I 


TEXAS—Excellent opportunity for full time 
dental practice in farm and ranching dis- 


trict, Texas Panhandle. Excellent location, 
approximately 1,200 sq. mi., population 5,000. 
Nearest dentist 28 miles. Contact Harry F. 
Hannigh, Darrouzett Chamber of Commerce, 
Box 125, Darrouzett, Texas. 


Hygienists 
CALIFORNIA Dental jenist. Salary 
$414-$496; 25 miles from Ok versity of Cali- 


fornia and Oakland. Liberal sick leave, three 
weeks’ vacation and retirement. Test will be 
given in your home city. Write Contra Costa 
County Civil Service, Box 710, Martinez, 
California. 


OPPORTUNITIES WANTED 


Oral surgeon completing training July 1957. 

Desires association with well estab- 
lished oral surgeon. Licensed in Coloradc 
and New Mexico, would take other boards. 
Three years oral surgery yeasqeney with 
M.S. Military requirements 
ried, age 31. Address A.D.A. Box N 


Illinois dentist. Fifteen years’ experience, 

Veteran, family, desires position in den- 
tistry or ‘allied field not involving private 
practice. Interested in research, selling, 
mae 3 health, teaching. Address A.D.A. Box 


General practitioner, 


licensed Washington 
and Oregon, 


getting Army discharge 


March 1957, desires lease or purchase of 
good location and equipment, preferably im- 
mediate vicinity of Seattle or Portland. Ad- 
dress Dr. John M. Grepnere, Medical Dental 
Bldg., Anacortes, Was 
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Ohio licensed dentist completing military 

obligation in June is interested in pur- 
chase of practice or association sencens to 
purchase. Desire active practice in northern 
Ohio community. Address A.D.A. Box No. 521. 


Oregon. Wanted, association with older or 

busy dentist, or group practice with even- 
tual partnership or purchase in suburban 
Portland or west; 22 years successful gen- 
eral practice, good health. Address A.D.A. 
Box No. 620. 


A reliable, sober dentist desires position. I 

have had years of experience in general 
practice, public health and school clinic den- 
tistry. Robert S. Clark, D.D.S., 63 Touro St., 
Newport, R. IL. 


California licensed dentist, age 26, married, 

one child, 1954 graduate of Northwestern 
University, rotating internship. Desires as- 
sociation in established general practice. 
Completing military service in June 1957. 
Address A.D.A. Box No. 525. 


Florida licensed dentist, mature, veteran, 
personable, capable, experienced general 

dentistry, postgraduate university course 

orthodontics, desires association, preferably 

southeast area. Will consider others. Please 
ive some details of offer. Address A.D.A. 
ox No. 624. 


New York licensed, 28, experienced in gen- 

eral practice, can handle periodontics and 
minor oral surgery. Completing ey 
service in August. Desires association wit 
dentist or group practice with opportunity 
for eventual partnership or purchase, in 
New York City or suburbs. Address A.D.A. 
Box No. 526. 


Colorado and Washington licensed dentist, 

years of age, married, veteran, three 

years’ experience in USPHS, including gen- 

eral internship. Desires association, part- 

nership, or purchase of established practice. 

Qvates le July 1, 1957. Address A.D.A. Box 
0. 


Desire association with practicing dentist in 
St. Louis or East St. Louis area on part 
time basis while doing graduate work in 
dentistry. Capable general practitione 
with some training in oral surgery. Age 33, 
St. Louis University gromeate. raft exempt. 
Address A.D.A. Box No. 529. 


Ohio dentist wishes part or full time asso- 
ciation with busy specialist or general 
practitioner in city over 20,000, preferably 
with option to buy into or take over practice 
later. Have had surgery internship and am 
presently engaged in high quality partner- 
ship general practice, using Professional 
Budget Plan. Address A.D.A. Box No. 531. 


Ohio dentist wants to buy or lease quality 
practice in city over 25,000. Also consider 

industrial, civil service, or state or city po- 

en. References. Address A.D.A. Box 


Oral surgeon, 1947 graduate, service com- 
pleted, graduate and hospital training 
including anesthesia. Four years’ private 
prac ice prior to service. Will take requisite 
state boards. Desires association with oral 
surgeon. Address A.D.A. Box No. 530. 


Employment for one year desired by dentist, 
33, military obligation fulfilled, 6 years 

general practice, full mouth rehabilitation 

experience. Address A.D.A. Box No. 533. 


Former Cleveland dentist, age 50, Western 

Reserve graduate, good health, 27 years 
general practice desires to relocate in Cleve- 
land or vicinity. Will consider employment 
or association. Address A.D.A. Box No. 535. 


Master dental mechanic, good operator 

trained in dental procedures, seeks a po- 
sition. Notify Mr. Robert Petit, Dudelange, 
Luxembourg, Europe. 


WANTED TO BUY 


Old or used dental books, journals, prints. 

Leo L. Bruder, 1 DeKalb Ave., Dept. 21, 
Brooklyn, N. Y. Dealer in out-of-print den- 
tal literature. 


Wanted to buy. Rotaseat, original model 

with cast aluminum base and eccentric- 
mounted seat. Write to Dr. Herbert Gross 
55 Wall St., Norwalk, Conn. Give price and 
condition. 
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ASTRA pHarmaceutical propucts, Inc. 
Neponset St., Worcester, Mass., U.S.A. i 


PRIOR TO INJECTION 
_ and BEFORE DEEP SCALING 


Council Acceptance is 


your ossuronce of 
high professional 
standards 


WRAND OF LIDOCAINE) 


5% 
XY LOCAINE’ 
OINTMENT 


PROFESSIONAL 
DISPENSETS 
home use... - 


ASTRA 


PRODUCTS, 


de 


ix 
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Ready Now! 
the 1957 edition 


ACCEPTED 
DENTAL REMEDIES 


at $2.00 per copy 


This authoritative handbook of rational therapeutics 
in dentistry is now available. If you’re not already 
an ADR subscriber you should have this 212 page 
manual at your fingertips for ready reference. 


There are full chapters on such practical subjects as: 


___ the handling of emergencies 
__. the use of antibiotics 


__.information on fluoride compounds and 
many others. 


The cost is nominal, just $2.00. Add this important 
reference work to your library by sending in your 
order today. Use the handy coupon below. 


Order Department AMERICAN DENTAL ASSOCIATION 
222 E. Superior Street, Chicago 11, Illinois 


Please enter my order for pies of ADR, 
1957 edition at $2.00 per copy. My remittance is enclosed. 


Name 


Address. 


City, Zone, State. 


A-47 
wee 
ig 
4 
: 
- 
: 
} 


val 


ill 


AAA 


Zz 

ut 


N 
WAX 


1] 


4 


Accepted by the American Dental Association as Sodium Bicarbonate U.S.P. 


For over 50 years one of 
the leading tooth powders 


FREE Children’s Booklets > 
We would like to send you 
children’s booklets for your 
waiting room. They are 
approved by leading educators. 
Just write to us at the 

address below. 


70 Pine Street e New York 5, N.Y. 
BUSINESS ESTABLISHED IN 1846 


= 


CONTRIBUTION TO 
SAFER LOCAL ANESTHES 


the slainless shel | 


ASPIRATING 
SYRINGE | 


XYLOCAINE~ dental cartridges 


. Aspirates at any point to give 
immediate warning of inadvertent intra- 
vascular depot. Stainless steel construction 
throughout. Light in weight, yet sturdy 
and durable. Balanced to fit within the 
palm — easily concealed from app- LIGHTWEIGHT « DURABLE 
rehensive eyes. The ideal companion to PERFECTLY BALANCED 
XYLOCAINE a preferred choice 
when local anesthesia must be fast, deep, 

g Se 
* Case includes — 
1 Syringe 
1 Thumb Grip Handle 
1 Palm Rest Handle 
1 Short Hub 
1 Long Hub 
1 Conventional Piston 
1 Aspirating Piston 
All parts made of stainless steel. 


ASTRA PHARMACEUTICAL PRODUCTS, INC. 
Neponset St. Worcester, Mass., U.S.A. 
Also sold in Canada by 
Astra Pharmaceuticals (Canada) Ltd., 
TUS. Pat. No. 2,441,498 Toronto, Ontario, Canade 


Available at recognized 
dental supply houses. 


*Pat. applied for 
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Columbia Rubber MODEL FORMERS 
Make Neat Bases on Study Models 


Pour plaster or stone in former; mount an- 

atomical cast and let set. Soft, flexible rubber 

permits easy removal; model comes out with 

perfectly-finished, symmetrical base. 

Upper and lower models can be made in 
these formers to occlude automatically. 


Price per set—! Upper & 1 Lower 


$4.75 
No. R2 — sta wee 4.00 


Study models show patients their mouths as you 
see them. Make study models You need 
them as you do X-Rays. 


Columbia 
STUDY 
MODEL 

ARTICULATOR 
Made of sturdy 
ve” diam. 

Nickel-Silver 

Rod. 


To mount models, drill 4 holes (template and 
drill supplied); attach prongs with sticky wax. 
To remove, heat prongs and pull out; casts are 


unmarred. These articulators may be used 
repeatedly. 
Cat. No. 805—4 Columbia Study Model 


Articulators with Template and Drill... .$3.00 
Cat. No. 806—Extra Articulators........ ea. .60 


Columbia “MODEL GLOSS” 


Adds a Smooth, Lustrous Finish to Stone 
or Plaster Models. Makes Them Washable 
Cat. No. MG-1—1-quart size only.......... $2.00 


Columbia 
RIGHT-ANGLE . 
MOUNTING BASE 


For Dentists 
desiring greater 
accuracy in 
mounting models 
than is possible 
by eye. 


Calibrations on vertical plane help determine 
height of base ded for har pro- 
portions between base and anatomic part of 
model. Center line facilitates centering an- 
atomic cast on 
Black Bakeli Stainl 
Cat. Nee "Price $3. 75 


teel Scale. 


Columbia 
RUBBER 
DENTOFORM 
MOLDS 


MAKE 
Demonstration 
MODELS 
from 
SURPLUS 
PLASTER 


Better than Sketches to Explain Cases 
Instead of wasting surplus plaster pour it into 
the mold. If not enough, add next excess mix, 
first wetting the set plaster. To make models 
with lvorine abutments, insert Ivorine Teeth 
into mold before pouring. 

r Set of 1 Soper & tower 


No. R20—Set without 
No. R22—Set with 3rd molars 


For Other Dentoform Products 
+ See Our Catalog No. 33 


385 

@ 338 


COLUMBIA DENTOFORM CORPORATION 


“The House of A Thousand Models” — Headquarters for Brown Precision Attachments 


133 East 23rd Street 


New York 10, N. Y. 
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&@ more perfect union 


x of porcelain and precious metals 


PERMADENT 


permanent porcelain crown and bridge work 


7 ACROSS THE UNITED STATES, 150 leading dental laboratories in 
65 cities are daily providing thousands of doctors with Permadent 
restorations — the finest prosthetic work ever developed, and the 
greatest practice-builder. Only a PERMADENT-CERTIFIED LABORA- 
TORY can guarantee you the unique success with patients derived 
from combining the fit and strength of precious metals with the 
beauty and function of porcelain on all surfaces. For literature, 
write to: 


PERMADENT PRODUCTS 
1780 Broadway, New York 19, N. Y. 
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NEW TRUE | 
DENTALLOY CONTENTS 


S.. 1 ounce Packages Sigrens 
1. Trial Package Sigrens 
1..S S.White Mercury Dispenser 
THe WHITE DENTAL MFG « 


NOW 
the 10-1-N package of 


NEW TRUE DENTALLOY 


CONTENTS 
2- five-ounce bottles e 1- one-ounce bottle 
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Sigrens 


NEW TRUE 
DENTALLOY 


CONTENTS 


Ss lounce Packages Sigrens | 
’ Trial Package Sigrens 


| 


t 


S. S. WHITE OFFERS 


NEW TRUE DENTALLOY 


Each Sigrens is hermetically sealed and contains the cor- 
rect quantity of New True Dentalloy to amalgamate with 
one dispensing from an S.S. White mercury dispenser. 

New True Dentalloy amalgamates rapidly, carves 
smoothly, polishes to a high lasting lustre and developes 
a compressive strength of 13,000 psi in 1 hour; 40,000 
psi in 24 hours; 51,500 psi in seven days — a modern 
alloy packaged the modern way. 


SIGRENS 
TRUE DENTALLOY 


sswuTe &.S. WHITE DENTAL MANUFACTURING CO. 
Philadeiphia 5, Pa. 
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to Childhood Nutrition 


“Children reared on nutritionally adequate 
diets have many advantages over those 
reared on poor diets. These advantages in- 
clude: better growth and development; 
greater strength and vigor; and more evi- 
dence of good general nutrition.”' The 
nutritional status of millions of American 
school children has been enhanced signifi- 
cantly by enriched bread during the past 
fifteen years, and for these reasons: 
Enriched bread contains thiamine, ribo- 
flavin, niacin, calcium, iron, and protein. 
All have made important contributions to 
the reduction of deficiency diseases traced 
to the lack of these nutrients. Many author- 
ities cite the virtual elimination of deficiency 
diseases in recent years as impressive evi- 
dence of the role enriched bread has played.? 
Enriched bread, containing added nonfat 
dry milk, provides a highly nutritive pro- 
tein combination derived from three sources 
—flour, milk and yeast—with milk and 
yeast proteins supplementing the flour pro- 


AMERICAN BAKERS ASSOCIATION 


20 NORTH WACKER DRIVE + CHICAGO 6, ILLINOIS 


tein. These proteins not only contribute to 
the maintenance and repair of children’s 
tissues, but also to good growth. 


Dental authorities agree that a good diet 
is an important factor in dental health. The 
complex carbohydrates present in bread — 
in contrast to the action of simple carbo- 
hydrates —do not readily diffuse into dental 
plaques and therefore are of low cariogenic 
activity.’ 

These are some of the reasons why the 
role of enriched bread, in improving the 
health of millions of American school chil- 
dren, has been referred to as one of the 
most important advancements in public 
health measures since compulsory pasteur- 
ization of milk. 


1. Martin, E.A.: Roberts’ Nutrition Work with Children, 
Chicago, University of Chicago Press, 1954, p. 53. 

2. Sebrell, W.H.: Developing Modern Nutrition Programs, 
Public Health Reports, United States Department of 
Health, Education and Welfare 69:277 (Mar.) 1954. 

. Joint Report of the Council on Dental Health and the 
Council en Dental Therapeutics of the American Dental 
Association: Sugar and Dental Caries: The Effect on the 
Teeth of Sweetened Beverages and Other Sugar-Con- 
taining Substances, J. Am. Dent. A. 47:387 (Oct.) 1953. 


The nutritional statements made in this advertise- 
ment have been reviewed by the Council on Foods and 
Nutritionof the American Medical Association and found 
consistent with current authoritative medical opinion. 
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New Technic For Precise, 


Rapid, Cavity Preparation 


With Cavitron’s New Hollow Tips 


@ @ Occlusal Cavities 


Apply Cavitip vertically, with very light 
pressure, until it has penetrated to de- 
sired depth. Extend preparation by 
moving tip laterally as illustrated. 


* » MO, DO, MOD 


Each cut takes only seconds and pro- 
duces smooth walls and floor, requiring 
no finishing. 


Prepare proximal box by applying Cavi- 
tip vertically; then establish occlusal 
floor by applying same tip laterally at 
desired depth in proximal box. Com- 


This is the fact that its routine use 


reduces the fear and apprehension of th 


patient, enables the operator almost to 
the use of anesthesia and makes 


it possible 


plete preparation by moving tip laterally 
as illustrated. 

Each cut takes only seconds and pro- 
duces smooth walls and floor, requiring 
no finishing 


Ask your Cavitron dealer 
for for a demonstration— 


t, with comfort and without 
dental work per chair 
with rotary 

” w 


f histologic and clinical evidence, 

no unfavorable pulpal reaction resulted from the 
ultrasonic cutting instrument for the 

teeth used in this 


usc of an 


or write for literature 


CAVITRON EQUIPMENT CORP. 
42-26 28th Street 
Long Island City 1, N. Y. 


- 
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Oatmeal 


Presents No 
Digestive 
Burden 


DENTAL AUTHORITIES stress the 
importance of optimal nutrition 
in the aim toward better dental 
health during the early growth 
years. Oatmeal, with its wealth 
of essential nutrients, not only 
contributes broadly to good nu- 
trition, but—since its carbohy- 
drate is not readily degraded 
to simple fermentable sugars 
—is of virtually no cariogenic 
influence. 


Its chemical, physical, and physiologic properties 
endow oatmeal with remarkable ease of digestion. 


In a broad series of tests the average coefficient 
of digestibility for oat protein was found to be 76 
per cent;! that for oat carbohydrate, 98 per cent;! 
that of oat fat ranged from 56 to as high as 100 
per cent.? 


Oatmeal, because of its eye appeal and pleasing 
taste, stimulates the flow of salivary and gastric 
secretions. Softly particulate in form, it is readily 
miscible with the digestive juices and presents a 
large surface area to enzymatic action, thus yielding 
rapidly to gastric and intestinal digestion. 


Oatmeal promotes comfort and efficiency of diges- 
tion throughout the gastrointestinal tract. The small 
amount of cellulosic material apparently aids in the 
breaking up of the compact gelatinous food mass in 
the stomach, thus facilitating gastric emptying.® 


Because of its chemical and mechanical blandness, 
its remarkable digestibility, and high nutrient value, 
oatmeal merits continued recommendation as a key 
dish of America’s breakfast, not only in the normal 
diet, but also whenever dietary adjustment is thera- 
peutically indicated. 


Quaker Oats and Mother’s Oats, the two brands 
of oatmeal offered by The Quaker Oats Company, 
are identical. Both brands are available in the Quick 
(cooks in one minute) and the Old-Fashioned vari- 
eties which are of equal nutrient value. 


1. Merrill, A.L., and Watt, B.K.: Energy Value of Foods ... Basis 
and Derivation, United States Department of Agriculture, 
Human Nutrition Research Branch, Agricultural Research 
Service, Agriculture Handbook No. 74, March 1955, pp. 8, 9, 
25, 32-43, 60-87. 


. McCance, R.A., and Glaser, E.M.: The Energy Value of Oat- 
meal and the Digestibility and Absorption of Its Proteins, 
Fats and Calcium, .Brit. J. Nutrition 2:221 (1948). 


. MeLester, J.S., and Darby, W.J.: Nutrition and Diet in Health 
and .Disease, ed. 6, Philadelphia, W.B. Saunders Company, 
1952, pp. 189-190. . 


The Quaker Oats @mpany. 
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in denture comfort, spec’ 
Vernonite with Verno- 

lining , used on 

tal, ridge, oF 

provides 

patients with the denture 


Ask your laboratory 
about Verno-Soft today! 


-VERNON- BENSHOFF COMPANY 


. 
will be strong, esthetic, and_functionally excel: >, 
Vernonite has been the criterion of q lity j 
acrylic denture resins since. 1938. Vernonite = 
for. it saves you many 
| 
| 


Nature came up with some of the weirdest adaptations 
around the time of Triceratops (the old boy shown above). 
Man’s adaptations, less visibly apparent but more prac- 
tical, have often come from his own inventive hands. 


This century, for example, has seen the rise of the dental 
casting process; and Ney has led in its development and 
in the evolution of today’s specialized gold alloys—some 
with strengths up to three times that of structural steel. 


From the earliest “Weinstein Series” in 1914 there have 
emerged three great golds... “Identical Triplets’ but 
of graduated hardness: 


NEY-ORO A-1 NEY-ORO B-2 NEY-ORO G-3 
for inlays for bridges for partials 


These golds, making up Ney’s “Balanced Line”’, lead all 
the rest—too late for Triceratops but much appreciated 
by man. 


THE J. M. NEY COMPANY, | SINCE 1812 


HARTFORO CONN. 


— 
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DENTAL STUDENTS AND GRADUATES: 
End your Financial Worries 


Let the Army Sponsor your training 


Would you like to continue your dental 
training with the kind of financial security 
that enables you to concentrate completely 
on your work? You can have this out- 
Standing opportunity through an Army 


Dental Program. As an Army Dental Of- 
ficer, you will enjoy the full pay and allow- 
ances of a commissioned officer—over 
$4,000 a year! You will also have the rank 
and prestige that goes with being an officer. 


TAKE ADVANTAGE OF ONE OF THESE PROGRAMS: 


FOR GRADUATES 


The Army Dental Internship Program 

Army internships are awarded to a limited number 
of qualified dental seniors and graduates each year. 
ADA-approved, they provide for a 12-month ad- 
vanced, rotated training program in every major 
dental specialty. If selected, you can count on the 
kind of experience and training that will prove 
invaluable for a successful professional career. 


LLU Karly Commissioning 


Program for Dental Students 
A new program offering inactive duty and short 
periods of summer training as a commissioned 
officer during your four years of undergraduate 
dental training. 


The Army Senior Dental Program 

If you are a junior in a dental school recognized 
by the Department of the Army, you may apply 
now for an Army commission. You will complete 
your education in the school you are now attending 
—only you'll have the full pay of an Army officer. 
After graduation, your active service as an Army 
Dental Officer will give you broad practical ex- 
perience. You will also work with the most modern 
equipment, enjoy a 30-day paid vacation every year 
and have the chance for advanced study, promotion, 
increased pay and exciting foreign travel. 


For full details mail this coupon today to the 
Commanding General of your Army Area. 


U.S. ARMY 
DENTAL 
CORPS 


AD57-1 
Attn: Army Medical Service Procurement Officer 
Please send me the full details on: 

(CD Army Senior Dental Program 

(J Army Dental Internship Program 
(CD Early Commissioning Program for Dental Students 


Name. 


Address 


City. State 


Date of Grad. 
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NON-CARIOGENIC 


Sugarless 


PHYSICIANS 


premiums 
SURGEONS 


fom 


Sold through drug, department and 
health food stores. Samples and liter- 
ature on request. Please give drug- 
gist’s name, address. 

AMUROL PRODUCTS COMPANY 
116 S. MICHIGAN AVE., CHICAGO 3, ILL. 


Comparative in vitro Effects of Sugar 
Gum and Amurol Gum added to Saliva 


IN HOURS) 24 


DECALCIFICATION BEGINS AT pH 5.3 


As shown above, pH of carries-active saliva in 
vitro remains in alkaline zone for hours with 
AMUROL SUGARLESS GUM, whereas with sugor 
gum the drops to the acid level under the 
some 


A-60 

| 

4 un 

\ \ 
paid 
to 

one 

ccsociations 


ORACAINE HCl 2% 


Brand of 


tl HCI critical 
E 


inephrine 1:50,000 


minutes! 


_ ORACAINE 


PPINEPHRINE 1:50,000 


*A recent survey shows that the aver- 
age actual working time for dental 
appointments is 29.2 minutes... and 
over 80% of all dental appointments 
are for one hour or less. 


ORACAINE HCI 2%, Epinephrine 1:50,000 has been demonstrated 
to be fast in onset, provides anesthesia of adequate depth and a 
relatively quick ‘cut-off.’ Anesthesia is retained for only 50 to 60 minutes 
and then disappears rapidly, in many cases within a half hour. The 
Oracaine HC! solution offers these advantages so important in this day 
of high-speed dentistry wherein technical advances aim toward shorten- 
ing the working time of the dentist. 
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Pentids... 
proved by five 
years’ experience 
in millions of cases 
... millions of doses 


adjunctive therapy for the more common dental infections 


Pentids 


Squibb 200,000 Unit Buffered Penicillin G Potassium Tablets 


Natural Bristle 

Brushes Available: 

Squibb Angle Toothbrushes, 
2 or 3 row natural 

bristle, are available 

for your patients at 

all pharmacies. 


uibb Quality— 


*PENTIOS’® 15 A SQUIBB TRADEMARK 
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“faction; ; build your denture ipractice . 
_JECTRON, the styrene denture) 

All JECTRON dentures are now being, 

\ delivered in this exclusive Seal-Pack bag 

insist on this” diva of ABCTRON 
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Ask your laboratory or write direct for FREE 
BOOKLET—“JECTRON—key to a more suc- 

COMPANY 1009 Jackson Street Toledo 1, Ohio 

ON is not an acrylic. It is a pre-cured styrene 
deriture resin created through co-operative research by 4 
THE DOW CHEMICAL COMPANY andthe 
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A Tip for Better Prophylaxis 


The tip dev as 
the ideal for interdental hygiene 


Two years of research and extensive investigation 
went into the development of Py-co-tip. The high 
quality rubber is finely balanced for flexibility and 
stiffness for interdental hygiene. Py-co-tip is preferred 
by more dentists than any other brush-affixed 
stimulator 


THESE FEATURES MAKE PY-CO-PAY WIDELY ACCEPTED 
Stroight, rigid design 
B— smoll, compact heod 
D— bristles uniformly trimmed 
Proper tuft spacing 
Scientifically desianed tip 


Py-co-pay TOOTHBRUSH wm PY-CO-TIP 
Recommended by arore than any other toothbrush 


Pycopé, tnc., Jersey City 2, N. J. 


4 

PY-CO-TIP 

8 
: 

| 
| 
8 
For effective oral hygiene, prescribe 
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More-and-more dentists are buying 
this practice-building equipment 


A-F HANDPIECE —high speed without fric- 
tion, heat or torque. Improved contra angle adapto- 
tion. Light touch saves operator time and energy 


TAPER-TYPE CONTRA ANGLES —hold instru- 
ments rigidly to insure true running, more accuracy, 
faster cutting, longer instrument life 


DENSCO Offers a 
Complete Program for 


Better Dentistry...faster 


Thousands of dentists now using 
DENSCO’S complete program of 
“Better Dentistry...faster” are re- 
alizing the benefits of reduced op- 
erator and patient fatigue...accom- 
plishing more production, in less 
time, with less effort, at a lower 
cost. 

Our book, “Better Dentistry... 
faster,” will show how the many 
features of this tested program can 
make your practice more profit- 
able. 


ASK YOUR SALESMAN 
FOR A DEMONSTRATION 


and a free copy of our book 


DENSCO, Inc. 


200 SANTA FE, DENVER, COLORADO 


diamond construction. Over 300 shapes and sizes 
for unmatehed instrumentation 


CARBIDE BURS —efficient cutting and reduced 
breakage from sharp, durable, six-blade construction 
and spring tempered neck 


VACUDENT — unique high-velocity air flow 
evacuator for liquids and solids. Provides clean, 
clearly-visible operating field at all times 
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BLU-WHITE DIAMONDS — exclusive 3-loyer 
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Yirattivm: PARTIALS 


YOU CAN SEE 


IN GENERAL APPEARANCE 


Vitallium partials can be distinguished from all others—by 
their high lustre, freedom from pits and porosity, their sharp 
clean finishing lines and all-around excellence in finishing. 
This difference is no accident, but is the end result of a planned 
and deliberate effort to provide you with quality restorations 
at charges that are reasonable and in proper relation to the 
caliber of technicians who know and understand your requirements. 


PRESCRIBE THE ADVANCED PROSTHETICS OF THE VITALLIUM LABORATORIES 


NEW YORK—CHICAGO 
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The “‘Brte’’ 
Got a Laft 


In the early twenties members of the- Monson 
Research Club pioneered in what is now known as 
“Full Mouth Reconstruction”, employing fixed crowns 
and onlays to establish normal occlusal relations. 
Dresch Laboratories applied the “raised bite” idea to 
removable partial dentures, and introduced the first 
clasp partials fitted with occlusal onlays in 1928. 


Today this same pioneering spirit prevails at Dresch. 
It has led to many Dresch-developed technics. 

It has made us the leader in providing 

modern scientific equipment to assist our 

skilled technicians at every step. 


On your next several cases—why not 
“let Dresch do it—and be sure!” 
The Dresch Laboratories Company, 
1009 Jackson St., Toledo 1, Ohio. 


DRESCH LABORATORIES 
Quality Service since 1915 


ANOTHER MEASURE OF DRESCH DEPENDABILITY 


| 
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PROVIDES 


A liberal income protection plan created expressly for 
your needs . . . at a cost you can easily afford. 


Full benefits regardless of other disability insurance. 


Broad accident insuring clause “accidental bodily injury” 
for both total and partial disability at moderate cost. 


Sickness disability (house confinement not required). 


Benefits for accidental death, dismemberment and loss of 
sight by accident ($1,250 up to $20,000), per specific loss. 


Monthly disability income ranging from $100 to $400. 


The opportunity to add important additional protection 
to your present insurance program. 


Don’t wait until accident or illness strike. That's too late . .. Ennoii Now. For complete 
information regarding benefits, regulations and semi-annual rates, communicate with 
the Trustee of the Policy, Dr. Paul Zillmann, 29 Walden Avenue, Buffalo 11, New York 
—or— with M. A. Gesner, Inc., 216 East Superior St., Chicago 11, Illinois. 


Issued exclusively by NATIONAL CASUALTY COMPANY OF DETROIT 
through M. A. GESNER, INC. 
216 East Superior Street, Chicago 11, Illinois + WHitehall 3-1525 


Since the National Casualty Company's plan of accident and health insurance is now in effect in New 
York, New Jersey, California, Utah and Nevada, the Association Plan is not available in those states. 
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4th EDITION 


Grossman—Root 
Canal Therapy 


By LOUIS I. GROSSMAN 
D.D.S., Dr. MED. DENT., F.A.C.D. 


Professor of Oral Medicine, The Thomas W. 
Evans Museum and Dental Institute, School of 
Dentistry, University of Pennsylvania, 
Philadelphia 


Practicing dentists and undergraduate 
students will find here a clear, thorough 
understanding of the root canal prob- 
lem and of the application of treatment 
in specific situations. Pulp capping, 
pulpotomy, bleaching, root resection and 
other pertinent endodontic subjects are 
considered in detail. Proved methods of 
treatment are presented in full. 


4th Ed. 399 Pages. 347 Illus. on 
140 Figs., 1 in Color. $7.50 


4th EDITION 


Boyle—Kronfeld’s 
Histopathology 


Revised by PAUL E. BOYLE, D.M.D. 


Dean, School of Dentistry, Western Reserve 
University, Cleveland, Ohio 


The major problems of dentistry, dental 
caries and periodontal diseases are pre- 
sented clearly from the clinical viewpoint 
in this highly regarded book on histo- 
pathology of the teeth. It is an excellent 
reference book for practicing physicians 
who must diagnose and treat diseases of 
the teeth and their surrounding structure. 


4th Ed. 535 Pages. 497 Illus. and 2 
Plates in Color. $10.00 


Washington Square 


LEA & FEBIGER 


Please send me books listed in margin below: 
Check enclosed C) Bill me 
Charge my account 
NAME (print) 
ADDRESS 


CITY 
Ji. A.D.A. 2-57 


for 
aries-active 
\ patients | 


recommend 
non-cariogenic 


Mints 


REFRESHING MINT FLAVORE 
Deliciously sweet, but free ftom 
sugar. Available through drug, 
department and health food stores 


Samples and literature on request. © 
Please give druggist's name and address. \~ 


| AMUROL PRODUCTS COMPAN 
116 S. Michigan Ave., Chicago 3, Ill. 
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WILSON'S 


DENTURE 
ADHESIVE 


Holds Dentures and 
G Comfortably the 


TIME-TESTED PROFESSIONALLY 


For decades, Co-re-ga has been known 
to dentistry for its truly fine quality, 
its reliable performance, and its 
strictly ethical standards. 
Designed solely for professional 
recommendation to facilitate patient 
adaptation, by enhancing comfort and 
self-confidence, Co-re-ga is never 2 
advertised to the public. 3 


CO-RE-GA 


OUNCIL os DENTAL 
THERAPEUTICS 

AN DR 
A ENTAL 


SSOCIATION 


ADDRESS__ 


____STATE 
Dept. 27-8 
CO-RE-GA CHEMICAL CO. * 76 MILL ROAD, JERSEY CITY 6, WN. J. 
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7 NE W/ VIVADENT’S ACHATITE 
REINFORCED GRID FILLING 

New Porcelain Filling Material wi' 
GLASS FIBERS" imbedded in an Ideal Silicate | 


CREATED FOR ANTERIOR TEETH, ACHATITE HAS 
BEEN RELEASED TO PRACTICING DENTISTS, AFTER 
EXTENSIVE SCIENTIFIC and CLINICAL TESTS. 


- . ACHATITE COMPARES in CONCEPT and DESIGN TO © 
THE REINFORCED CONCRETE OF ENGINEERING. 


ACHATITE affords High Breaking Strength ACHATITE affords High Compressive Strength 
ACHATITE “yo to a — a, in ACHATITE’S opacity is excellent 

comparison ordinary porcelains and acrylics 

ACHATITE Resists ieee and Corrosion ACHATITE’S solubility is unusually low 


ACHATITE sets in 4. to 5 minutes. (Faster setting ACHATITE’S influence on pulp is exceedingly 
ACHATITE AVAILABLE if DESIRED). small and can be easily eliminated completely. 
PROF. KNAPPWOST in association ABSORB COLOR, WASH OUT OR CREATE 

with experimental Dentists of the HEAT ON HARDENING. 

University of TUBINGEN, GER- e IDEAL WHERE INCISAL EDGE STRENGTH IS 
e@ IDEAL WHERE MOUTH BREATHING CONDI- 

ACHATITE has gained wide ac- TIONS EXIST. 

ceptance in the United States by * oem. PROXIMAL FILLING AS SUBSTITUTE 

practicing DENTISTS who _unre- INLAYS or CASTINGS 

servedly hail it as the finest filling @ IDEAL WHERE PULP DAMAGE EXISTS. 

material for Anterior Teeth. : be IDEAL FOR DECIDUOUS TEETH. a 


ACHATITE, STAIN RESISTANT, HAS AN EXCELLENT, LASTING COSMETIC 
EFFECT; With Maximum Matching Values from VIVADENT’S 10 
Basic Colors 


You are invited to write for VIVADENT’S Literature 
on ACHATITE AND KERATITE Glass fibered por- 
celain and cement filling materials for ANTERIOR 
and POSTERIOR Teeth. 


CORPORATION 


TREMONT STREET, BOSTON 8, MASS. 
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LURALITE 


Save on famous 

Kerr Luralite and 

get this fine 
compound knife, too! 


You seldom have an 
opportunity to buy superior 
quality at such low cost! 
And Kerr Luralite, the 
Impression Paste with 
Perfect Balance between 
body and flow, brings you 


these superior features: 
Here’s what you get in the new _ 


Kerr LURALITE BONUS PACKAGE _« Easy to mix 


3 Standard Boxes of ae * Setting time always 
Impression Paste complete wit 
Mixing Pads @ $3.75 $11. under your control 
Kerr Cathery Stool Free Flowing—will not 
Total Value 
¢ Good Body—for 
muscle trimming 


¢ Sets up hard in the mouth 


Impression may be 
SO ACT FAST reinserted for testing 
Call your Kerr Dealer and order ¢ Dimensionally Stable— 
this special bonus package today. extremely accurate 


LURALITE 


impression paste 


BONUS PACKAGE 


KERR MANUFACTURING COMPANY © Estoblished ini891 + DETROIT 8, MICHIGAN 
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ROLLS 


More absorbent, convenient, 
comfortable. Bend easily, fit 
snugly. All cotton, no starch, 
non-irritating. Economical. 


COTTON PELLETS & BALLS 
NINE sizes to meet every need. 
Firmly spun from selected long- 
staple cotton, uniform in size 
and cotton content, free of nibs 
and wispy ends. Richmond 
makes them soft and well- 
formed—and of course they are 
highly absorbent. 


PELLET DISPENSERS 
Temple, Revolving, Beehive. 
Sturdy, attractive, long-lasting; 
refills available in easy-to-use 
cartridge boxes or standard 


TISSUES 
Soft, absorbent, sturdy. Patients 
like the dispenser box, a con- 
venient size for instrument tray; 
2-ply, 5” x 8%”. 


EXODONTIA SPONGES 
Sterile or non-sterile packing. All 
gauze or cotton filled. Con- 
venient, economical, absorbent. 
All cut edges lie in center. 


Write for testing samples. 


RICHMOND DENTAL COTTON COMPANY 


CHanufacte red 
; BOX 2176 e CHARLOTTE 1, NORTH CAROLINA 


Where 


Frown 
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are your eyes open 


to the new permanence in cementation offered by 


GRIP CEMENT? 


Unlike conventional dental ce- 
ments, Grip Cement provides tre- 
mendous holding power with even 
the thinnest cement line. Insoluble, 
it is ideal for crowns, inlays and 
facings of porcelain, gold, acrylic. 


Dentists find that Grip Cement 
mixes easily and quickly. It allows 
ample working time . is non- 
friable ... remains uniformly radio- 
paque .. . provides excellent ther- 
mal and electric insulation. 


For modern materials cal! on Caulk Milford, Delaware 


THE 4/2 PACKAGE 


4 Powders 

2 Liquids 

1 Cavity Primer 

1 RESINSLAB 

(75 disposable 

Sheets for mixing) 
1 Color Chart 


$12.5 


A fresh, clean surface for each mix 
is provided by the Resinslab. After 
completing a mix, simply tear off 
and discard top sheet. 
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A HYDRAULIC CONTRA ANGLE HANDPIECE * 


The Busier You Are, Doctor, 
The More You Need 


TURBO-JET 


potent applied for 


Makes Your Work Faster and Safer, 
Easier on You and Your Patient 


Intensive research over 2C years has proved conclusively 
the clear advantages of using high rotary speeds for cut- 
ting teeth in operative procedures. 


TURBO-JET combines high speed with engineered torque 
and no vibration . . . enables the dentist to work more 
rapidly and more efficiently . . . with less fatigue, mental 
as well as physical, for both operator and patient. 


45,000 RPM—for Faster, More Efficient Cutting. 


Engineered Torque—Permits Light Cutting Pressure and 
Perfect Control, hence Greater Safety. 


Hydraulic Drive—Eliminates Vibration—a Primary 
Source of Patient Discomfort. 


Built-In Spray—Compact, with Pin-Point Directional 
Control. 


Plastic Bearings—Water-Cooled, No Lubrication 
Needed. 


*JADA Vol. 47, P. 324-329, Sept. 


Portable and Self-Contained—No Plumbing Con- . 
nections, Just Plug It Into an Electric Outlet. ae ign 
No Maintenance Problems—No Factory Servicing — Contre 
Gar andpiece. (Reprint on 


Complete variety of high-speed diamond instrument . 
available—5 included with each TURBO-JET, also extra SADA Vol. 52, P. 426-428, April 
set of bearings and turbine. 1956, PHILLIPS, R. W. M. S.; 


PAFFENBARGER, G. C., D.D.S.: 
Research on Dental Materials. 


ASK FOR DEMONSTRATION 
Consult Your Dealer or Write Direct to: 


BOWEN & COMPANY, INC. 2.2%. 
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for post-surgical elimination . . . 
PHOSPHO-SODA 


(Fleet) 
During difficult extractions or other oral 
surgery the saliva ejector is used routinely 
to draw off mucus, blood or pus. 
To hasten the elimination of such material eat after the patient 
leaves the office many dentists prescribe gentle, prompt and 
thorough Phospho-Soda (Fleet), a clinically evaluated laxative of choice 
for more than sixty years. 
Adult Dosage: 1 tablespoonful in a glass of cold water on an 
empty stomach. Available for prescription or recommendation 
in 24%, 6 and 16 fluid ounce sizes. 
Professional samples and standard post-extraction instruction forms on request. 


lower laterai 
incisors due to 


COT ROLLS 


These improved cotton 

rolls are a delight to the 

efficient dentist and are 

not harsh to the patient’s 

mouth. They are actual- 

ly spun from 100% pure 

surgical absorbent cotton 

to make them softer, more 

pliant and noncollapsible. They 

adapt easily into any position, 

a are stretchable and small tufts 
are quickly detachable. 


AUTOMATIC EXAKTA VX DENTAL ABSORBENTS CO. 


35-MM. SINGLE LENS REFLEX CAMERA 
WITH £/2.0 AUTOMATIC ZEISS BIQTAR LENS 
For made photographs and faithfully 
reproduced oral conditions—facilitating case rec 
ing in oral pathology, surgery, orthodontics and full 
mouth rehabilitation ... an invaluable aid im patient. 


Gentiemen: 
Please send me o free, generous somple 
of DENTAL ABSORBENTS. 


OR 
STREET. 


CITY and STATE 


for personal photography, 
portraits, —— etc. 
FREE! — Write Dept. 201 for Free De: tive Book- — 
let “B” on Camera & Accessories and Brochure on 
Close-Up Technique with Automatic Exakta VX. 
SBXAKTA CAMERA C 
705 Bronx River Road, Bronxville 
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SEE THESE COLORFUL WIG-L-BUGS 
AT OUR BOOTH DURING THE i 
CHICAGO MIDWINTER 
* MEETING, FEB. 3-6 


The “Wonder Electric Mortar and 
Pestle” is now available in rainbow 
colors to match your equipment and 
blend with your office decor. Here 
are appealing, soothing colors to 
please the most discriminating pa- 
tient. Here is sound color psychol- 
ogy to work for you. Also available 

are new housings in these beau- 

tiful colors for reconversion of 

older Black and White models. 


... The new color models provide 
all of the quality that has made the 
Wig-|-bug famous throughout the 


yo" \ world. It takes just 7 to 10 seconds 
( A ) nv) to produce a smooth, fine textured 
( (\ : mix of alloy and mercury. The re- 
\ sults are uniformity, better fitting, 
stronger, longer lasting fillings. 


... Your investment in a Crescent 


Wig-l-bug pays even greater divi- 
dends than ever before. 


Thru your dealer or direct 


CRESCENT DENTAL MFG. CO., 1839 So. Pulaski Road, Chicago 23, !! 


| A-78 
The 
- cS = 
BISCAYNE BLUE MOTTLE 
BLACK 
1 / \ 
WASHINGTON 
i i 
ADE MOTTLE 
| 
i 
N 
~ 
2 


GIVE YOUR PATIENT 


FASTER PAIN RELIEF with BUFFERIN 


Relieve the pain attending dental treatment—whether extrac- 
inpestion of tion or cavity preparation—by recommending BUFFERIN. This 

end Oierin antacid analgesic acts twice as fast as aspirin. In ten minutes 
after taking BUFFERIN the blood salicylate levels are higher 
than those attained with aspirin in twice the time. 


Comparison of Blood Solicylote 


Gastric distress is almost unknown when BUFFERIN is 
taken, even in large doses, for BUFFERIN is antacid. 

Your patients will appreciate BUFFERIN’s 
prompt antacid action. 


Owsoig 22/swosBos yw 


MINUTES 10 


BUFFERIN. 


Acts Twice as Fast as Aspirin 
Does Not Upset the Stomach 


EACH BUFFERIN TABLET con- ; 
tains 5 grains of acetylsalicylic acid, =} 


together with optimum amounts of 
the antacids aluminum glycinate and 


magnesium carbonate. BRISTOL-MYERS CO., 19 W. 50 St., New York 20, New York 
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